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ONE LOAD by PRESSURE STEAM... 
the NEXT by “COLD” Ethylene Oxide Gas _ 


Never before has such a versatile, efficient sterilizer been offered 

to hospitals . . . never before has gas/steam sterilization been made 
so safe, so trouble-free. Simply flick the controls and you’re 

ready for either pressure steam, or “cold” ethylene oxide sterilization. 
And both cycles are fully automatic. 

Today, hospitals using Amsco’s Combination Gas-Steam Sterilizers 
are processing an ever-mounting list of heat-or-moisture sensitive 
materials . . . Heart-Lung Machines, anesthesia equipment, plastic 
basinettes, electrical apparatus for surgery, toys, books, cameras... 
an almost endless list. This is a sterilizer that ‘‘asks” to be kept 
busy twenty-four hours every day. 

If you haven’t investigated the economies offered by Amsco’s 
Combination Gas-Steam Sterilizer, please write for literature. 
Chamber sizes, mounting styles and ethylene oxide mixtures 
will meet your particular needs. 


This 16” x 16” x30” 
“Cryotherm” Cold 
; Sterilizer is ideal for 
| ; sterilizing instruments and 
; pre-packaged surgica! and 
laboratory supplies. 
Easy-to-use, disposal '¢ 
aerosol containers of 
“Cryoxcide” gas ma’ its 
use efficient and econ »nical. 
Write for SC-310. 
ee Se World's largest designer and manufacturer of Sterilizers, w 
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your hospital 


making 
friends out patients? 


Over 4,000 hospitals have made Dermassage, 
America’s foremost non-alcoholic body rub, 
an effective instrument for improving and 


Hospital administrators and their staffs 
are rightfully concerned about the increasingly 
heavy burden placed upon their facilities and 
the resulting effects this has on patient relations. 
Good patient relations is everyone’s prob- 
lem. For this reason, the makers of Dermassage 
are pleased to offer this practical and proved 
program for your serious consideration. 


The patient wants to be handled with care. 
Certainly he expects to be provided with the 
best possible facilities, experienced professional 
talent and modern medication. But he looks 
for something more: to be treated gent/y. This 
is important to him—and in the long run— 
important to your hospital. 


In over 4,000 hospitals, the accepted way to 
demonstrate this gentle care and attention to 
patient comfort is with a regular Dermassage 
massage. As an integral part of your patient 
skin care program, Dermassage offers the hos- 
pital and patient alike a number of significant 
advantages. 


MEDICATED 


. America’s foremost 
non-alcoholic body rub 


expanding Patient Relations.” 


Patient-accepted, hospital-proved 


Dermassage is popular with patients. They 
frequently mention its use to friends, reflecting 
favorably on your patient handling techniques. 
Dermassage has the fresh, pleasant aroma of 
natural menthol (no perfumed scent to annoy 
the sensitive patient). It’s non-greasy. Can’t 
stain bed clothes. And Dermassage contains no 
alcohol to dry and irritate the skin. Helps pre- 
vent bedsores and sheet burn. As you’d expect, 
Dermassage maintains an excellent bacterio- 
static activity against common skin bacteria. 


And Dermassage is economical. Replaces 
both alcohol and talcum, saving nurses’ valu- 
able time. Popular sizes available locally for 
immediate delivery. The name and picture of 
your hospital can be beautifully inscribed on 
your Dermassage bottles at no extra cost. This, 
too, is excellent public relations and highly 
ethical, of course. Picture can be made from 
photo or your letterhead. 

Why not consider adding this gentle, effec- 
tive patient protection to your daily routine. 
Dermassage is good P.R. Over 4,000 hospitals 
can’t be wrong! 


2710 South Parkway, Chicago 16, Illinois 
evaluation at no cost or obligation. 
layout of bottle imprint. 


Name Position 


MAIL COUPON FOR FREE TEST QUANTITY 


S. M. EDISON CHEMICAL COMPANY, INC. 
[_] Please send a generous sample of Dermassage for 


[-] I enclose our hospital’s picture for free sample 


Hospital No. of Beds. 


Address 


City Zone State 


For further information see postcard opposite page 126. 
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Thorough washing with the antiseptic detergent, 
pHisoHex, is a simple hygienic measure that can help re- 
duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 
procedure has “... proved effective in controlling the 
spread of infection....”' Routine washing with pHisoHex 
is suggested not only for surgeons, physicians and nurses, 
but also for nurses’ aids, food handlers and members of 
the housekeeping and laundry staff. Home use by sur- 
geons and nurses augments results still further. 


()j)uthnop LABORATORIES, New York 18, N. Y. 


For further information see postcard opposite page 126. 


OSPITAL WAR 
AGAINST STAPH. 


antibacterial 
detergent with 3% 
hexachlorophene 


r all personnel with patient contacts 


... the bactericidal effect of pHisoHex can be attributed 
to the efficient deposition of hexachlorophene as 4 
semi-permanent film on the skin of frequent users. 
Hexachlorophene is particularly effective against 
staphylococci. 

pHisoHex is a potent antibacterial, hypoallergenic deter 
gent with “...a surface tension reducent 40% more 
powerful than soap.’”? 


1. Benson, Margaret E.: Am. J. Nursing 57:1136, Sept., 987, 2. Smylie 
H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:6 Oct 3, 195 
3, Ayliffe, G. A. J.; Alder, V. Gillespie, W. A.: pee | 
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‘32: Personal 
Patient 
Protection 


A new line of 
labor-saving disposables 
involving mass daily 
routines. 


SAFE: Reduce the danger of cross-infection 


ECONOMICAL: Eliminate time-and-labor expenst 
of autoclaving hospital-prepared sets. 


CONVENIENT: Pre-packed, compact: can be 
stored in quantities in floor utility rooms —read) 
for immediate use when and where needed. 


HOSPITAL TOPIC 


7 
® 
DAVOL 
STE 
BEI 
C 


STERILE DISPOSABLE RUB- 
BER CATHETER » New low 
Price! + All purpose—com- 
bines the desirable features 
of the Nelaton and Robinson 
style catheters - May also be 
used as aspirating catheter 


DISPOSABLE PREP SET + Multi-Cupped Tray + Razor (with 
blade) 2 Absorbent Towels 6 Cotton Balls Plastic-Coated 
Towel + Plastic Cover 


STERILE DISPOSABLE CATHETERIZATION SET + New All- 
Purpose Rubber Catheter for use where 14 or 16 French is 
desired (optional) » Multi-Cupped Tray » Specimen Container 
+ Lubricant + 8 Cotton Balls - Pickup Clip + Plastic Gloves 
+ Plastic-Coated Towel + Plastic Cover 


For complete information please write on your Professional or Institutional letterhead to: 


DAVOL. RUBBER COMPANY PROVIDENCE 2, RHODE ISLAND 


For further information see postcard opposite page 126. 
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New HYPROTE | 
DISPOSABLE SYRING 


With Sterilization Indicato, 
Is Now Available 


PRE-STERILIZED for immediate use 


The ATI blue color band is your assurance that 
ee each pre-packaged unit has been completely 
sterilized and is pyrogen free. 


Use once only and throw away 


Avoids risk of cross infection 


A Size 
for Every 
Need 


Provides sharp needle each time 


No reprocessing expense 


SYRINGESONLY | 

with or without needles \ Saves money. 

|  20cc. and 50 cc. cuts Cost 

Orders shipped in 24 hours from either East 

SYRINGES WITH Coast or West Coast warehouses. 
NEEDLES ATTACHED oe For complete descriptive literature, writete: 
18 to 26 gauge 


to 1% ong DISPOSABLE HOSPITAL PRODUCTS, 


122 East Grand Avenue 


Other gauges and lengths 
wis . South San Francisco, California 


on special order in quantity 


COLOR-CODED to select 
without breaking sterility 
Needle guard color indicates gauge. 


, Eastern Division: 320 Northern Boulevard 
Great Neck, New Yor 


Carton color indicates syringe size. “oy, uc’ —_A Subsidiary of Fairbanks, Morse & Compal 
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TE (Continued from page 3) 


@ With unions avidly eyeing the hospital 


$5 Pharmacy field, and with nurses sharing neither the 

NG Small Staff Handles Many-Faceted Services at Doc- profits nor the bargaining power of a <0 

tors’ Hospital ized labor, the question of a possible 

union-nurse alliance is both valid and 

Ji Prescription Pad highly important. Leonard Berlow explores 
ICator this eventuality as well as the significance j 

61 The Lab of collective bargaining and the possibil- 


ailable 


ity of strikes in ‘‘Are Unions the Answer to 
Collective Bargaining for Nurses?’’—with 
the warning that the nurse, economically 


Accuracy and Error in the Lab, Part V: Selection 
of Tests, Materials, Equipment 


E. E. Myers, M.D. | 


+] use | forgotten today, will not be so tomorrow. 
Page 37. 
67 Pediatrics | 
ice that Spring Session: American Academy of Pediatrics | @ ‘Do we need more medical centers, or 
ipletely | should we urge vee development of neigh- 
73 OB borhood hospitals’’? This was one of sev- 
n free, | eral vital questions that led to a compre- 


‘ 6 ” 
Symposium: “Medical Aspects of Marriage hensive survey of hospitals and hospital 


planning in New York City. Inadequate 


aay 91 Central Supply planning has led to much duplication in 
Make Your Requisition Work for You | some areas and desperate shortages in 
: Jean Christie, R.N. | others, and in improper utilization. Sig- 
action | mund L. Friedman reports on page 42. 
9% Buyer’s Guide | @ Getting off on the right foot is, of course, 
L the best procedure in any situation, and 
| 102 Association of Operating Room Nurses Congress chief housekeeper Christine Horn tells 
—Technical Exhibits | housekeepers how to get there in ‘‘Per- 
sonal Direction—A checklist for the ex- 
yense 112 Films, New Literature ecutive housekeeper. Page 45. 
© Although the pharmacy at Doctors’ Hospi- 
114 Personally Speaking tal in Carbondale, Ill. dispenses an aver- 
~ age of 18,000 prescription items yearly, 
y. 9122 Trade Topics the story of the pharmacy is not primarily t 
Costs one of volume, but of diversification. In 
addition to serving the hospital proper; it 
serves a clinic; a division of the main fa- 


her East cility 18 miles away, and prepares phar- 
ti i 
ehouses OPERATING ROOM | maceuticals for a local ethical pharmacy 
Read about Carbondale’s unique phar- 


write to: | 
macy on page 55. 


79 American College of Surgeons, Nurses’ Program | 
@ The excess paper work involved in operat- 

ing a central service department can get 
the supervisor down. Realizing this, Jean 


Avene 4 °4 Cardiac Arrest—ts Potassium a Factor? | 
alifornia | E. Christie, R.N., reports on a simplified 


86 “The Law and You” requisition form in use at Brookline’s Free 

Hospital for Women. The new form serves 

Boulevard 88 Question Box several functions, and eliminates copying 
New York Carl W. Walter, M.D. from one form to another. Page 91. 
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ANSWER 


Patient Comfort. New “SCOTCH” Brand Surgical Tape is non- 

occlusive and physiologically inert. Prevents usual maceration 
. Virtually eliminates chemical irritation, even in markedly 

tape-sensitive patients. It is cool, lightweight.’ 


dirty residue for time-consuming “clean-up.”' 
on 


¥ 


Dressing Changes. 

Fewer changes are required. Yet this tape tears with ease; does 
not tend to stick to rubber gloves or instruments.’ There is no 


shelf deterioration, no “end-of-roll” waste. almost totally occluded by thick, potentially irritating mass.’ 


“SCOTCH” Brand Surgical Tape is available through your surgical supply dealer in usual widths. /2 to 3 in., 10-yd. rolls. 


SCOTCH BRAND SURGICAL TAPE MICROPORC )S 


No. 530 
Application. Unlike conventional adhesive tapes, “SCOTCH” Surgical Tape does 
not slip or “creep,” and ordinarily should be laid on without tension. Where tension 
is desired or anticipated, shear stress on the skin may be prevented by cross strips 
of “SCOTCH” Surgical Tape at the ends of primary application. 


MINNESOTA MINING AND MANUFACTURING COMPANY 3M } 
.WHERE RESEARCH THE KEY TO TOMORROW 


> 


1. Golden, T., A Non-Irritating, Multipurpose Surgical Adhesive Tape, Am. J. Surg. 100: 789,1960. “SCOTCH” is a registered trademark of 3M Co. @3M Co., 1961 


TOTALLY NEW SURGICAL ADHESIVE 
TRADITIONAL TAPE PROBLI 


Removal. Tissue-thin copolymer adhesive layer of “SCOTCH” 
Surgical Tape clings firmly to skin, yet does not entrap hairs. 6/10 
Tape comes off quickly and easily without depilation. Leaves no 


ak 4 


Patients 
in X-ray 
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Sticks fast, even in sitz bath or whirlpool. Construction. Macrophoto (top) shows new “open” construction Ser 


of “SCOTCH” Surgical Tape that allows free air passage through troy 
microporous backing and adhesive. Perforated tape (bottom) is 


8 For further information see postcard opposite page 126. : HOSPITAL TOPICS N 
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totients Motor-Propelled 
in X-ray Photo Device 
Russell Wigh, M.D., of Atlanta, is 
studying the blood flow through a 
utient’s arteries by time-lapse pho- 
graphy, thanks to a device he per- 
‘ected. 

The camera used is one designed 
for studies of heart functioning, and 
takes x-ray pictures at regular in- 
tervals. Dr. Wigh coupled it to a 
‘patient propulsion” table—a sort of 
stretcher on wheels. The table is 
fixed in a long frame and geared to 
a 6/100 hp. motor that moves it 
back and forth under the camera at 
controlled speeds. 

To take the pictures, the patient 
ismade immobile on the table. The 
camera is focused, and intervals be- 
tween the photographs and speed 
ofthe table are set. An x-ray block- 
ing chemical is injected into the ar- 
tery just below the kidneys over a 
l0-second period. After five sec- 
onds, the apparatus is turned on. 

As the blood stream carries the 
chemical through the arteries, the 
table carries the patient along under 
the camera, which takes a picture 
every three seconds. In this way, 
the camera tracks the course of the 
chemical, which shows up on film 
a white trail progressing down to 
the feet. 


Servicemen Wheeze 

fom Smog—Tokyo Style 
Smog-associated asthma Ha been 
termed a major cause of illness 
among U.S. servicemen stationed in 
the Tokyo-Yokohama area of Ja- 
pan. The disease is described as a 
neW environmental respiratory ail- 
ment occurring in the Yokohama 
area, and the attack rate increases 
with an increase in smog concentra- 
tion. Yokohama’s high level of in- 
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Scanning the News 


This mobile robot, built for the Hughes Aircraft nuclear electronics laboratory, is double-jointed 
at the shoulder, elbow, and wrist. The mechanical monster is used by the aircraft firm in “hot” 
radioactive areas, and can be operated remotely from as far away as 100 feet. The sensitive 
“hands” have inflatable pads, and are soft and maneuverable enough to change light bulbs, or 
as shown here, pick up laboratory fiasks and pour liquids from one to another. TV cameras 
focus on the work of the hands, and the image is carried on a screen in another room when 
the machine is operated by remote control. Mobot “hears” -through microphones on its wrists, 
it “‘sees"’ via TV, reports temperatures and radiation. Its application to hospital radiology de- 
partments is possible, but nurses who are concerned about its replacing them can stop worrying. 
It dispenses no iLC, and the model shown here costs about $65,000. 


dustrialization and its location on a 
bay enclosed by hills offers ideal 
conditions for smog formation and 
retention. 

According to Maj. Harvey W. 
Phelps, MC, U.S. Army; Capt. Ger- 
ald W. Sobel and Capt. Neal E. 
Fisher, MC, Army Reserve; U.S. 
Army Hospital, Zama, the disease is 
no longer confined to Yokohama 
but now involves the entire Kanto 
Plain (Tokyo-Yokohama region). 

Severe attacks are more frequent 
in the winter and during increased 
smog concentration. On leaving the 
Kanto Plain, many of the disease 
victims become asymptomatic. 


But What Will We 
Call it on the Chart? 


An injection of pure water can re- 
lieve pain in 30 to 40 percent of pa- 
tients experiencing discomfort af- 
ter surgery. Such patients respond 
to the placebo effect, and “are not 
nuts”, said Arthur S. Keats, M.D., 
Houston, Texas, speaking at the re- 
cent New Orleans Graduate Medi- 
cal Assembly. 

Dr. Keats said placebos—-injec- 
tions of water or pills containing su- 
gar or talc—relieve pain for some 
patients because the person believes 


(Continued on page 77) 
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IN SURGICAL PUMPS 


THE EFFICIENT NEW LOOK 


The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE St., CHICAGO 12, ILL. DALLAS « Houston LOS ANGELES MIAMI, FLA. ROCHESTER, MIN®. 


10 For further information see postcard opposite page 126, HOSPITAL TOPICS 
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NY ATTORNEY GENERAL RULES 
NURSES CAN PERFORM IV’S 


Registered professional nurses may now 


legally administer intravenous medica- 
tions, New York State Attorney General 
luis J. Lefkowitz has ruled in a re- 
interpretation of an old state law. 

The ruling formulated "in the light 
today's conditions," said: "Intra- 
ynous procedures limited solely to 
thse involving venepuncture by needle 
and which do not involve incision into 
wv incision to reach a vein reasonably 
can be considered to be encompassed 
vithin the language of the statute 
giving a registered professional nurse 
authority to carry out treatments and 
ndications prescribed by a licensed 
physician." 

Norman S. Moore, M.D.,president of 
the Medical Society of the State of 
New York, called on all physicians in 
the state to make certain that nurses 
caring for their patients and for dis- 
aster victims are thoroughly familiar 
vith the latest IV technics and medi- 
cations administered intravenously. 

He also asked hospital and nursing- 
home administrators and boards of 
nursing schools throughout the state 
to cooperate in establishing special 
training courses, both for graduate 
nurses and for students. 

Mr. Lefkowitz rendered the opinion 
at the request of the State Health 
Commissioner, Herman E. Hilleboe, M.D. 


KEFAUVER INTRODUCES BILL TO 
AMEND DRUG LAWS 


Bill to amend the anti-trust and food 
and drug laws has been introduced by 
Sen. Estes Kefauver (D. Tenn.) 

S. 1552 is sure to stir up a con- 
troversy--would reject trade names 
in favor of generic names, expand FDA's 
authority to pass on efficacy of new 
drugs, not just their safety, and would 
curtail drug companies’ liberties in 
development of patents. 

Companion bill (HR 6245) was intro- 
duced simultaneously by Rep. Emanuel 
Celler, (D., N.Y¥.). ‘ 


LEGISLATION FOR AGED MEDICAL CARE 
MAY NOT BE PUSHED THIS YEAR 


The administration-backed bill for 
medical care of the aged under social 
Security probably will not be pushed 
this year, our Washington correspond- 
ent informs us. He predicts the Demo- 
trats will wait until next year--an 
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News Briefs at Press “Sime 


election year--to press for passage 
of this legislation. 


KERR-MILLS PAYMENTS IN FIRST YEAR 
WILL BE CLOSE TO $116 MILLION 


Program for medical assistance to aged 
under Kerr-Mills Act will have an 
estimated cost in first full year of 
operation of $115,837,000. Average cost 
per recipient is figured at $240. 

Sen. Everett Dirksen (Rep., Ill.) 
said in a nationwide telecast April 20 
that he had been told 46 states had 
approved or were considering implement- 
ing legislation to enable them to ob- 
tain Kerr-Mills funds. Latest HEW 
report shows that more than half the 
States have programs in effect or are 


in various stages of progress toward 
that end. 


UTILIZATION COMMITTEES RECOMMENDED 
AS ONE STEP AGAINST OVERUTILIZATION 


Formation of utilization committees to 
help control overutilization was rec- 
ommended at conference held by Illinois 
Hospital Association and Illinois State 
Medical Society April 19. 

Such committees will not appreciably 
affect hospital costs, according to C. 
Norman Andrews, assistant director of 
State's Blue Cross-Blue Shield programs 
but at least will make the public con- 
fident that something is being done. 

Carl Lamley, of AHA's Council on 
Government Relations, advocated exten- 
Sion of health-insurance coverage to 
include many outpatient services. 


BRIEFS 


VA says it has gained the equivalent 

of nearly four 600-bed mental hospitals 
during last 10 years through placement 
of recovering mental patients in foster 
homes. During 1960, 2,375 mental pa- 
tients from VA hospitals lived with 
"adopted" families in private homes 
near the hospitals. This represented 
a 22 percent increase over the number 
in foster homes in 1959. 

--Chairman of newly constituted 
seven-man research advisory committee 
is Harold Wolff, M.D. professor of 
neurology, Cornell University Medical 
College. 


1- 3 Tri-State Hospital Assembly, 
1- 4 National Geriatrics Society, Hotel 


2- 3 Association of American Physi- 


Calendar of Meetings 


MAY 


2- 3 American Pediatric Society, Hotel 


Traymore, Atlantic City 
1 ACHA, Administrators’ Luncheon, 
Palmer House, Chicago 2- 6 American Association on Mental 
Deficiency, Netherland-Hilton Ho- 

tel, Cincinnati 


Palmer House, Chicago 3- 7 Student American Medical As- 


sociation, Chicago 


St. Francis, San Francisco 4- 5 Society for Pediatric Research, 


Traymore Hotel, Atlantic City 


cians, Chalfonte-Haddon 
Atlantic City 


Hal!, 5- 6 Society of Neurological Surgeons, 


Boston 


6x36 INCHES 
(44/36) 
ROUGH-POND'S INC. 
VASELINE 


Fine Mesh Absorbent Gavre 
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STERILE. 


UNOPENED EN’ 


VASELINE 
“eTROLATUM GAUZE. U.S P 


‘1496 INCHES 


© OPEN HERES 


six sizes 
a thousand and one uses 


The wide range of sizes of ‘VASELINE’ STERILE PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery...an occlusive dressing in burns... 
an emollient dressing on dry and nonacute skin lesions... a packing in nose, eye, 
and ear procedures...here is a dressing convenient to use and of guaranteed, 
sealed-in sterility. 

Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes « 1/2” x 72” selvage-edged packing 

in heat-sealed foil envelopes ¢ 1” x 36” strip... 3" x 3" pad, opening to 3” x 9” strip... 
3” x 18” strip... 3” x 36” strip...6” x 36” strip 


‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 


Professional Products Division ¢ Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is a registered trademark of Chesebrough-Pond’s Inc. 


For further information see postcard opposite page 126. 
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11-13 


14-18 


14-17 


15-18 


15-18 


15-19 


16-20 


17-19 


17-19 


17-19 


17-19 


18-20 


19-20 


American 


Society of  Interng 
Medicine, Eden Roc Hotel, Mian 
Beach, Fla. 


American Psychoanalytic 
ciation, Palmer House, Chicago 


Medical Library Association, 
Olympic Hotel, Seattle 


AHA Institute, Machine Accouyni. 
ing and Data Processing, AHA 
Headquarters, Chicago 


AHA Institute, Hospital Organi. 
zation, Sheraton-Atlantic Hotel 
New York City 


Massachusetts Hospital Assembly, 
Statler Hotel, Boston 


American Psychiatric Association, 
Morrison Hotel, Chicago 


American College of Physicians, 
Americana Hotel, Miami Beach 


Upper Midwest Hospital Confer. 
ence, St. Paul Auditorium, $. 
Paul, Minn. 


American Radium Society, Broad- 
moor Hotel, Colorado Springs 


International College of Surgeons, 
North American Federation, 
Palmer House, Chicago 


Texas Hospital Association, Me- 
morial Auditorium, Dallas 


AHA Institute, Hospital Dental 
Service (Basic), Somerset Hotel, 
Boston 


AHA Institute, Occupational Ther- 
apists, Willard Hotel Washington, 
&. 


ACHA Basic Institute, Heart of 
Atlanta Motel, Atlanta 


American College of Cardiology, 
Biltmore Hotel, New York City 


Hospital Association of New York 
State, Atlantic City, NJ. 


New Mexico Hospital Association, 
Western Skies Hotel, Albuquer- 
que 


Middle Atlantic Hospital Assen 
bly, Convention Hall, Atlantic 
City 


American Association of Plastic 
Surgeons, Commodore Hotel, 
New York City 


Annual Postgraduate Seminar of 
Mount Sinai Hespital of Greater 


Miami, Seville Hotel, Miami 
Beach 
Institute, St. Louis University, De 


partment of Hospita! Administro- 
tion, Statler-Hilton Hotel, St. Louis 


(Continued on page 14) 
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71 years of knowing how 


EDWARD WECK & co. DIVISION OF STERLING PRECISION Corp. BROOKLYN 1, NEW YORK 
Manufacturers of Fine Surgical Instruments and Hospital Specialties «+ Instrument Repairing 
In California: Contact Crown Surgical Division, Pasadena 
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F sleaninc professional § ip OLLES 
—all through the hospital- 
use’ WECK CLEANER, It's wonde ful! 
OPERATING ROOM LABORATORY CENTRAL SUPPLY : 
WECK : 


CALENDAR OF MEETINGS 
(Continued from page 12) 


21-22 American Laryngologica! Asso- 
ciation, Lake Placid Club, Lake 
Placid, N.Y. 

22-24 American Thoracic Society, Neth- 
erland-Hilton Hotel, Cincinnati 

22-25 AHA Institute, Evening and Night 
Nursing Service Administration, 
Pick-Fort Shelby Hotel, Detroit 


22-25 American Orthopaedic Associa- 
tion, The Ahwahnee, Yosemite, 
Calif. 

22-25 American Urological Association, 
Biltmore Hotel, Los Angeles 

22-26 AHA Institute, Shared Dietitians 
and Dietary Consultants, AHA 
Headquarters, Chicago 

23-25 American Laryngological, Rhino- 
logical and Otological Society, 
Lake Placid, N.Y. 


... there are ways you can make life easier for the newborn infant . . . and for those 
who will care for him during his first few days of, life. Hollister’s disposable 
Umbilical Cord-Clamp, for instance, is swiftly ap- 
plied with only cise hand. And it firmly . . . safely 
. . Seals off the cord, maintains constant pressure 
as the cord shrivels, will not come open acciden- 
tally, needs no belly bands, may be autoclaved. 


Plastibell 


For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 
healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 


vi tro  FLOLLISTERS 


\ Cord-Clamp 


INCORPORATE 


833 North Orleans Street, Chicago 10, Illinois 


14 For further information see postcard opposite page 126. 


24-27 Tennessee Hospital Associatigy 
Riverside Hotel, Gatlinburg 


25-27 American Gastroenterological § 


ciety, Drake Hotel, Chicago 


26-27 American Otological Society, ing 
Lake Placid Club, Lake Plagig 


N.Y. 


29-31 American Gynecological Society 


The Broadmoor, Colorad, 
Springs 
29-31 Arkansas Hospital Association 
Arlington Hotel, Hot Springs 
JUNE 


1- 2 New Hampshire Hospital Asso. 
ciation, Wentworth-by-the-Sec, 
Newcastle 


3-15 International Medica |-Surgica 
Meetings, Turin, Italy 


5- 7 AHA Institute, Hospital Purchas. 
ing (Advanced), AHA Headquar. 
ters, Chicago. 


5- 9 International Hospital Federation, 
Venice, Italy 


6- 7 Maine Hospital Association, San- 
oset Hotel, Rockland 


8-10 AHA Institute, Hospital Organizo- 
tion, Sheraton-Atlantic Hotel, 
New York City 


8-11 American Electroencephalograph- 
ic Society, Hotel Claridge, Atlantic 
City 


9-10 Association of Operating Room 
Nurses, Regional Institute, U. §. 
Grant Hotel, San Diego 


11-16 American Society of Medical 
Technologists, Olympic Hotel, 
Seattle 


12-14 American Neurological Associo- 
tion, Hotel Claridge, Atlantic City 


12-15 Catholic Hospital Association, 
Civic Center Auditorium, Detroit 


12-15 AHA Institute, Nursing Service 
Supervision, AHA Headquarters, 
Chicago 


14 Connecticut Hospital Association, 
Connecticut Light and Power Co, 
Berlin 


18-20 Michigan Hospital Association, 
Hotel Pantlind, Grand Rapids 


19-21 AHA Institute, Administrators 
Secretaries, AHA Headquarters, 
Chicago 


19-23 ACHA Basic Institute, University 
of Colorado, Boulde: 


(Continued on page 16) 
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LABORATORIES 
and your 
Parenteral Solution 


3 
x 
al 
al Aso 


| Program 
|-Surgical Bi A Quality is the greatest reason why an ever-increasing 
“ee number of hospitals select Amsco Laboratories’ Parenteral 
ay Solutions, Blood Transfusing Equipment and disposable 
Purcho: Administration Sets . . . and justly so. 
eadqua i iam Yet, we find many hospitals base their conversion to 


a Amsco on the fact that. we offer the profession not only.a 
complete line of solutions and blood apparatus, but also 
deration, “highly specialized” solutions and equipment for 

intricate procedures. These hospitals, too, are correct in their 


ae. reasoning, for each conveniently located Amsco warehouse 
ion, Som ff fae and American Sterilizer office is fully equipped to provide 

g ‘ hospitals with their entire Parenteral Fluids program. 

- However, assuming quality and completeness-of-line being 
)rganizo- & equal to other ethical houses, we believe another element 
- Hotel rage contributes to your hospital’s advantage .. - Amsco’s unique 

{ & OBJECTIVITY in its approach to hospital solution programs. 

x Amsco Laboratories is a division of the American Sterilizer 
slograph- Company, a recognized authority on hospital-prepared 
Atlantic He sterile products. Therefore, we can analyze your particular 
solution program objectively . . because only Amsco 

k can bring the impact of sixty-seven years’ experience to bear 

4 : upon the solutions problem of a proper balance between 
ng Room economy and hospital practicability. 
te, U. 5. Of this you may be sure, ne producer of quality Parenteral 

and Surgical Solutions, Blood Transfusion Equipment and 
3 disposable Administration Sets has greater depth and under- 
Medical standing of solution processes than the combination of Amsco 
¢ Hotel, Laboratories and the American Sterilizer Company. 
We conscientiously believe YOUR hospital can benefit 
: from @ discussion with your Amsco Laboratories’ 
Associa- representative, In the meantime, of course, we'll be happy 
antic City to send along our illustrate? Brochure MC-512. 
sociation, 
n, Detroit AMS co: 
Service LABORATORIES 
iquarters, ERIE+ PENNSYLVANIA 
Division ef AMERICAN STERILIZER COMPANY 
sociation World's largest designer and manufacturer of 
, Sterilizers, Surgical Tables, Lights and related 
ower Co., guipment and supplies for hospital: 
sociation, 
tapids 
nistrators’ 
Jquarters, 
University 
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ing 
ciation, 8 3 
ings ¢ 
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PN 


CALENDAR OF MEETINGS 


22-26 American College of Chest Phy- 
sicians, Hotel Commodore, New 
York City 


23-25 American College of Angiology, 
Savoy-Hilton Hotel, New York 
City 
24 American Academy of Tuberculo- 
sis Physicians, Henry Hudson Ho- 
tel, New York City 
24-25 American Diabetes Association, 
Commodore Hotel, New York 
City 


(Continued from page 14) 


19-23 AHA Institute, Hospital Pharmacy 
(General), Sienna College, Al- 
bany, N.Y. 


21-23 North Carolina Hospital Associa- 
tion, Grove Park Inn, Asheville 


22-25 American Therapeutic Society, Es- 
sex House, New York City 


Pilshers of HOSPITAL and MEDICAL RECORDS since 1907 


Yes... 
There's 


Entries easy to make... data easy to find 
...meet the recommendations of accred- 
iting agencies .. . books available for many 
departments ... require little space for 
storing . . . furnished in various sizes... 
available in bound-book or loose-leaf style 
... economically priced . . . prompt deliv- 
ery — available from stock. 


We can also print your own special books to your specifications. 
Submit sample or rough draft for quotation. 


Physicians’ Record Company 


3000 S. Ridgeland Avenue ° 


Berwyn, Illinois 


For further information see postcard opposite page 126. 


24-29 International Convention of im 
Technicians, Queen Elizabeth 
tel, Montreal 


26-28 AHA institute, Supervision, 
versity of Arkansas Medical 
ter, Little Rock 


26-30 American Medical Associate 
Annual Meeting, Coliseum, 
York City 


JULY 


4- 7 American Physical Therapy Ag 
ciation, Palmer House, Chicag 


12-14 Mississippi Hospital Associatigg 

Buena Vista Hotel, Biloxi 
16-21 American Association of Hospi 
Accountants, Annual Institute i 
diana University, Bloomington 


31-Aug. 4 AHA Institute, Hospital Pye 
chasing (Advanced), Bellerive He 
tel, Kansas City 


AUGUST 


7-11 AHA Institute, Hospital Pharmash 
University of California, San Fram 
cisco 


29-30 AHA Institute, Credits and Coleg 
tions, Hotel Benson, Portland 


31-Sept. 6 American Psychological Ase 
ciation, Commodore, Biltmore 
Roosevelt Hotels, New York Gij 


SEPTEMBER 


7- 8 Montana Hospital 
East Glacier Hotel, East Glager 
Park 


11-15 AHA Institute, Hospital Engineth 
ing, Willard Hotel, Washinglot 


11-15 AHA Institute, Central Service 
ministration, AHA Headquarter 
Chicago 


23-25 American College of Hospital Alam : 
ministrators, Convention Hall, A 
lantic City 


24-29 American Society of Plastic ai 
Reconstructive Surgery, Roose 
Hotel, New Orleans 


26-29 American Roentgen Ray Sect 
Deauville Hotel, Miami Beach 


30-Oct. 8 American Society of 


Pathologists, Olympic Hotel, 
attle 
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Management Psychologists 
Tell You How to Tackle 


... the problems of your personality 


HOSPITAL 


... the causes of executive failure 


My subordinates take twice the 
ime I'd need to do their work.” 

“I can’t get men to do a job the 
ay I want it done.” 

“I get the feeling my people re- 
ent me.” 

“I often get opposition instead of 
operation.” 

These are common executive 
omplaints. They show a number 
bf serious—but correctable—short- 
omings not in the subordinates 
but in the executive himself. That’s 
e report of some of the country’s 
eading management psychologists. 
To find out how executives can 
tlease and channel the powers of 


Seeneir own personalities, five leading 


anagement psychologists were in- 
erviewed and asked four questions. 
The psychologists: 
Dr. Robert N. McMurry, president, 
fhe McMurry Co., Chicago; Dr. 
mames N. Furr, president, Farr & 
lasscock Associates, New York; 
yr. Donald H. Dietrich, president, 
mpetrich & Associates, Chicago; Dr. 
ohn R. Martin president, John R. 
artin Associates, New York; and 
yr. Robert F. Snowden, partner, 


laser, Snowden & Associates, 
Pasadena. 


Question +1: When an executive 
to make his subordinates un- 


perstand wh::t he wants, what’s the 
problem? 


Copyright 1959.60 by Modern Management 
@azine. Con’ensed by permission. 


Condensed from Modern Management* 


McMurry: He’s failed to take them 
by the hand and lead them along. 
Many members of lower, middle, 
and even top management are de- 
pendent, insecure, and ineffective. 
They don’t want to—and won’t— 
think for themselves. 

Most people will produce because 
they are bossed by a strong, driving 
executive who defines and struc- 
tures their jobs for them, who 
makes his expectations clear. Spell 
out what you want done, and most 
likely it’ll get done pretty well. But 
when the top man just sketches a 
project he wants done and leaves 
the subordinate to fill in the gaps, 
he’s assuming too much—first, that 
the subordinate has the ambition to 
use his own initiative and, second, 
that he has some initiative to use. 

Management is always looking 
for sovereign technics that will im- 
prove communications between su- 
perior and subordinate. I don’t 
think there are any. 

Rather than develop gimmicks 
and quick technics, I think it would 
be better if executives encouraged 
their subordinates to speak up 
when they don’t understand a 
point. Stimulate them. But don’t 
treat them like sponges with the 
ability to absorb everything. Good 
managers will develop largely 
through their own efforts. But the 
raw material has to be good. No 
technic can make a stronger man- 
ager out of a weak man. 


Farr: Lately it seems that when a 
project misfires, everyone blames it 
on communications and lets it go at 
that. Seldom do we consider what 
communication really means. 

Communications, generally, di- 
vide into three parts; formal, inter- 
personal, and intrapersonal. 

Formal communication is the ac- 
tual words you use to convey a 
thought, including memos, letters, 
spoken requests or reports. 

Interpersonal communication is 
far more complex. It is the level of 
communication just under the 
words you choose to get your point 
across. Interpersonal communica- 
tion is what others are thinking of 
you—and you of them—during 
formal communicati‘on. Comments 
like, “He’s cold,” or “He’s too 
pompous,” are a tipoff to trouble. 

Now, no one is going to say these 
things to his superior’s face. Yet the 
executive has to know how people 
feel about him before he can take 
steps to improve. 

The third type of communication 
is where the bulk of real communi- 
cations problems lies. Intrapersonal 
communication means communica- 
tion within yourself—awareness 
of your own motives, defenses, and 
how they affect your behavior. 

For example, one pattern I’ve 
found consistent in some execu- 
tives is argumentativeness. Some- 


(Continued on next page) 
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McMurry 


one makes a suggestion: they coun- 
ter with an argument. They see 
every suggestion as a threat to their 
position. 


Dietrich: If an executive is incon- 
siderate—too quick or too abrupt— 
he’s liable to alienate those around 
him. When an executive loses that 
certain closeness between himself 
and his associates, communications 
suffer. 

His associates begin to resent him 
as a person; distrust him and his 
motives; feel he doesn’t have con- 
fidence in and respect for them. 
Consequently, they resent what he 
says. 

This type of executive can learn 
to listen. He can exercise more tact 
and good judgment in what he says 
and does. He can sell himself and 
his ideas up, down, and across more 
effectively. Paradoxically, many 
executives have trouble with com- 
munications because they are un- 
usually bright men. They don’t need 
everything drawn out for them. But 
subordinates often need a fuller ex- 
planation of what is expected than 
they get. 


Question +2: How can an executive 
control and channel his personal 
aggressiveness to make himself a 
better manager? 


McMurry: Nearly all top managers 
are very aggressive men. Most 
high-level executives are hard- 
driving, egocentric, self-confident 
men; real policy makers. They get 
to the upper levels in a variety of 
ways; some may be veterans and 
victors of the in-fighting for posi- 
tions of power in the company. 
Men like this commonly have an 
authoritarian concept of manage- 
ment—they’re the bosses and they'll 
run things. I don’t think more than 


Dietrich 


10 percent of the companies in this 
country have chief executives who 
use genuinely humanistic, partic- 
ipative methods of management. 
Ninety percent of them are run au- 
tocratically, and purposely so. The 
great majority of men want to be 
led, to be told what to do. There- 
fore, you’ve got to have a man at 
the top strong enough to lead them. 
Most businesses would fold in five 
minutes without one. 

The reason this man acts so 
forcefully is that experience has 
shown him it is the best way to get 
things done. Isn’t there a danger 
subordinates will make a patsy out 
of a manager who isn’t tough with 
them? Fair, by all means, but 
tough. Nearly every major risk- 
taking decision works its way to the 
top. That’s why the man up there 
has got to be self-reliant enough to 
make the decisions himself. The 
manager who depends on group 
thinking to make decisions isn’t go- 
ing to get anywhere. The kindly 
benevolent father type is not worth 
much as a supervisor. 


Farr: You may find aggressiveness 
hurting a company’s progress in 
smaller corporations, usually the 
ones started by one man. Men ag- 
gressive, driving, dynamic, and in- 
ventive enough to get a corporation 
going often lack some of the fine 
points of management skill. 
Aggressiveness is a good thing. 
But you want the man to learn how 
to use it effectively. Suppose a 
man’s aggressiveness gets him to 
the top or close to it. That’s when 
it’s important for him to channel 
his personal drive into other areas. 
At the same time you're trying to 
get a man to redirect his aggres- 
siveness, you're also teaching his 
associates down the line how to 
work better with him. This is nec- 


Martin 


Snowden 


essary because if subordinates don’ 
understand what makes their bos 
act so aggressively, they begin t 
feel inferior or belittled and they 
might quit. In other words, while 
the executive is learning how to 
handle himself in a new way, his 
subordinates have to learn how to 
handle him too. 

Strange as it seems, subordinate: 
manipulate their superiors just a 
much as their superiors manipulate 
them. 


Dietrich: Executives have to get 
most of their work done with and 
through other people. It stands to 
reason that if an executive bulls 
ahead and bruises the feelings of his 
associates, they’re certainly not go- 
ing to be cooperative, show much 
initiative, or be very willing to 
work for or with him. 

Aggressive managers talk too 
much, criticize too much, and make 
their subordinates feel inadequate 
They can almost kill the subordi- 
nate’s effectiveness. 


Martin: The aggressive executive 
has got to curb his impatience 
Even if he knows the answers to 
certain problems, it will help his 
company in the long run if he lets 
his subordinates find the answers 
for themselves. 

He can train them to seek out an- 
swers by asking them key questions 
during every conversation. When 
the subordinate knows tiie execu- 
tive is asking for solutions to prob- 
lems, he’ll start coming i» with pre- 
pared answers. 

The executive shoul be abso- 


lutely clear in every quest he 
makes. Often overly~ gressive 
men dash off an order «stily and 


they’re really the ones under- 
stand it. This only adds + the sub- 
ordinate’s impression th his boss 
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is an impatient and inconsiderate 
man. 

Basically, everyone tries to be a 
pretty good guy, because everyone 
likes to be liked. A man may think 
he’s doing a good job and getting 
dong admirably with his associates. 
Actually, his personal aggressive- 
ness may stand between him and 


them. 


Question =3: How can you pre- 
dict whether an executive will suc- 
ced or fail in a certain job? 
Snowden: You can’t predict an ex- 
eutive’s success or failure in a 
wmpany on the basis of his skill, 
talent, competence. You must com- 
sare his work—and the way he 
works—with the work and work 
satterns of executives in the com- 
sany he is going to work for. If his 
and the company’s patterns are 
very different, he isn’t likely to 
succeed. 

To be successful an executive has 
to be compatible with the company 
as an institution. Because the cus- 
toms, or unwritten rules, or mores 
of the company actually prescribe 
the way things are to be done, it is 
vital that an executive’s behavior 
match them. Otherwise he’ll con- 
stantly be at odds with company 
procedure, to his and the company’s 
detriment. 


Farr: I wouldn’t rate any man as 
top executive potential who didn’t 
have a healthy amount of the ten- 
sion that comes from the need to 
make good. 

Some companies may say they 
don’t want a man whose basic ten- 
sion and drive is going to upset the 
coordination of their present exec- 
utive teams. Well, no machine has 
ever been made more. efficient 
without experimentation with new 
parts, 

Here's what I look for in a man 
who's being considered for top- 
level work: drive and ambition, 
how energetically he works, how 
he represents himself, what co- 
workers think of him, and what 
patterns of activity he sets for him- 
elf. All these things bear directly 
upon a man’s ability to handle ex- 
ecutive responsibilities successfully. 
McMurry: 1 look for a man’s can- 
do qualifications. Training, expe- 
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rience, intelligence—his technical 
potential, in other words. 

I’d study his personality to see 
what motivates him, then examine 
personality make-up to see how 
well adjusted he is to his surround- 
ings. These things tell me what use 
he will make of his potential. Also 
I look for constructive rebellious- 
ness—a man who won't accept 
things as they are; the man whose 
restlessness makes him seek im- 
provement. 

After age 30 a man is pretty well 
set. Even if you wanted to you 
couldn’t change his basic goals, his 
personality, or his motivations. 
That means you can’t change his 
basic ways of doing things. If you 
try, you'll kill his effectiveness—or 
else he'll leave for places where he 
can do things his way. 


Question +4: What actions can a 
company take to cause an executive 
to give all he’s got? 


Snowden: Nothing kills executive 
initiative faster than having to live 
up to a set of regimens that inhibits 
normal behavior or methods of 
working. 

Some companies insist on alto- 
gether too many policies and pro- 
cedures. What happens then is that 
executives begin to work by rote 
instead of with initiative. How can 
they be expected to turn out any- 
thing creative? 

To be successful, companies must 
develop the flexibility to meet in- 
ternal change, such as different 
types of executives who have their 
own ways of working. A company 


can do this simply by keeping its 
nose out of the man’s methods as 
long as he gets his job done right. 
The more freedom a company gives 
its executives, the more creative 
contribution it’s likely to get in re- 
turn. 

McMurry: Most companies, for all 
their horn-blowing, are frankly 
afraid of being creative. They be- 
lieve that if they search for new 
ways of doing things, everything 
will fall apart. In companies like 
that, its only natural that managers 
become complacent. The company 
doesn’t encourage new ideas or 
methods. 

But a company has got to have 
creative people in order to move 
ahead—executives and middle 
managers who constantly 
thinking about ways to improve 
operations. 

One reason more companies don’t 
hire creative people is that an aw- 
ful lot of executives can’t stand 
strong or inventive subordinates. 
They want a buffer of yes-men who 
represent no challenge to them. 

Companies fail to realize there 
are two types of executives. One is 
the real entrepreneur, the go-getter 
on his way up. He’s the man who 
can make the risky decisions. The 
second kind is the problem solver. 
He’s good at carrying out projects 
delegated to him, but he’ll never 
initiate any new effort. 

Many companies suffer because 
the men at the top are problem 
solvers, not entrepreneurs. Without 
the entrep.eneur, no company will 
move ahead. 


Serious Nurse Shortage in Sweden 


According to Krankenhaus Umschau, director-general Arthur Engel, chief 
of the Swedish Government Ministry supporting health facilities, has re- 
ported that the shortage of nurses in Sweden is more than twice as large 
as the shortage of physicians. In particular, the number of nurse losses 
through marriage has greatly increased in recent years, and helps to account 
for the fact that 26 percent of nurses, at an age at which their calling can 


be practiced, are not available. 


Although two new nursing schools began operation in Sweden last year, 
these nurses will, of course, be available only after their three-year train- 
ing program is over. Therefore, says the magazine, everything should be 
done now to persuade married nurses to take up their calling again. 

If this appeal does not succeed, various hospitals will be compelled to 
close down divisions because of the nursing shortage, the magazine con- 
tinues. This is the situation in Sweden’s Central Hospital, where a newly 
completed section of 28 beds cannot be put into use because no nurses can 
be obtained. In addition, in order to allow for summer vacations of present 
nursing personnel, other divisions will have to close down, it is reported 
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The Utilization of General Hospitals 


By the Population of a Modern Home for the Aged 


By Manuel Rodstein, M.D., and Frederic D. Zeman, M.D.* 


Condensed from American Journal of Public Health, December 1960 


The problem of the optimal rela- 
tionship between the general hos- 
pital and the modern home for the 
aged has been actively discussed 
in recent years. We do not believe 
there is any one formula which is 
applicable to the entire country. 
The possible solutions depend upon 
the size of the community, the 
age distributions of its population, 
its financial resources, it geograph- 
ical layout, and on its medical fa- 
cilities, as well as on the integra- 
tion of medical and welfare agen- 
cies. 

Over the past 80 years, The 
Home for Aged and Infirm He- 
brews of New York has evolved a 
pattern of relationship with neigh- 
boring general hospitals which has 
proved to be functionally efficient; 
economical; and in the best inter- 
ests of the community, the general 
hospital, and the residents of the 
home. 

The policy of the home is to 
function as an intermediate medi- 
cal facility serving areas of medi- 
cal need not otherwise met by ex- 
isting facilities. Our objective is to 
provide comprehensive care for our 
aged men and women in accord- 
ance with the highest standards 
of modern practice, without per- 
forming medical functions for 
which the general hospital is de- 
signed and equipped. 

The home is an autonomous in- 
stitution functioning under its own 
board of trustees, with adminis- 
trative, medical, nursing, social 
service, and dietary staffs, and is 


*The authors are associated with The Home 
for Aged and Infirm Hebrews of New York, 
New York City. 


approved by the Joint Commission 
on Accreditation as a hospital. 

The medical staff is made up of 
40-odd physicians of excellent 
qualifications. The resident staff is 
composed of eight people. The 
home serves over 1,000 aged indi- 
viduals whose function ranges 
from full ambulatory to completely 
disabled—in two main centers, two 
apartment residences, and as mem- 
bers of an extramural care group. 

To illustrate the nature of our 
relationship to the four general 
hospitals with which relations are 
maintained for ward and outpa- 
tient care, a survey was made of 
transfers to them in 1956. 

A total of 89 temporary trans- 
fers were made to the general hos- 
pitals with an average length of 


“Now, now, Mrs. Wilson, you know your husband is on a strict die! 


hospital stay of 17 days. This ma 
be compared to a tota! number ¢ 
292 patients given temporary car 
in the home’s infirmary areas with 
an average stay of 27.4 days dur- 
ing the same period. 


Patients were transferred 
general hospitals for ophthalmd- 
ogic services, general  surger 
urological services, orthoped! 


services, specialized diagnostic and 
therapeutic services, and electri 
shock therapy. In many cases th 
home’s_ staff men through thei 
general hospital appointments per- 


formed some of the operations 
themselves. In addition, much 0 
the aftercare and_ rehabilitation 
was provided in the home or its 


infirmaries. 
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ndergoing temporary care in gen- 
wal hospitais is insured by a num- 
yr of methods, including discus- 
jons between the home’s resident 
shysician and the hospital’s resi- 
iad physician; abstracts on the 
satient from home to hospital and 
vice versa, and ward visits by our 
attending and social service staffs. 
These procedures have operated 
smoothly in attaining the objective 
{coordinated continuous care. 

In addition to the home’s pro- 
iding efficient and economical 
are without duplication of gener- 
| hospital facilities, the saving in 
mmunity funds is considerable. 
Yo recourse to higher mathematics 
s needed to calculate the differ- 
ence. between $14 per day per per- 
on for infirmary care at the home 


and approximately $28 per day per 
person in a general hospital. 

As for use of the general hos- 
pital outpatient clinics, a study 
shows that in 1956, 73 residents of 
the home made a total of 290 visits 
to various clinics at the four hos- 
pitals. In contrast, a total of 19,311 
such visits to our own clinics at the 
home itself and to our consultants’ 
offices were made by the home’s 
residents. 

These figures show we are pro- 
viding the overwhelming majority 
of services for our own ambula- 
tory patients. In certain fields 
which cover the greatest areas of 
medical need we provide complete 
or almost complete care. 

Among other lessons to be drawn 
from our experience is that this 


type of relationship has obviated 
the necessity for proximity of the 
home for the aged to the general 
hospital, has reduced the expendi- 
ture of community funds for un- 
necessary hospital stays, and has 
served to maintain high standards. 

This study further emphasizes a 
basic difference in function be- 
tween the two types of institutions. 
The general hospital is devoted to 
the care of episodes in the lives of 
human beings, whereas the mod- 
ern home for the aged is concerned 
with all aspects of the terminal 
years of life. By close coordination, 
a total effect is achieved which 
brings rich results for the patients 
as well as for the education of 
physicians, nurses, and _ social 
workers. 


AID FOR THE AGING HOSPITAL 


Written in collaboration with Isadore Rosenfield * 


Condensed from Architectural Forum, October 1960 


Hospital and health officials have 
long agreed on the acute need for 
modernization and replacment of 
Ider hospitals in the U. S., but it 
was not until a survey by the U. S. 
Public Health Service that the true 
scope of the problem was revealed. 

After sampling general hospitals 
and health centers in 25 major cit- 
ies and 32 smaller ones, plus state- 
owned mental institutions in 30 
states, USPHS came up with the 
startling estimate of at least $3.6 
billion needed to bring our decrep- 
ithealth plants up to date. 

This figure is nearly four times 
the current high level of annual 
‘onstruction expenditures for all 
health facilities, and close to 20 
percent of the $15-odd billion total 
assets of all U. S. hospitals. 

Surveys by the American Hospi- 
lal Association have indicated that 
nearly half of all hospitals in this 
“ountry need some form of moder- 


"Architect 
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nization. In addition, AHA officials 
estimate the U. S. needs 175,000 
more general hospital beds (cost- 
ing $3.5 billion at $20,000 per bed), 
plus several hundred million dol- 
lars worth of new beds each year 
to take care of an annual popula- 
tion growth of 3 million and an in- 
creasing number of elderly citi- 
zens. 

Physical deterioration and medi- 
cal advances, says AHA, render 
some 9,500 hospital beds obsolete 
each year. (More than 25 percent 
of hospitals built less than 10 years 
ago have reported to AHA they 
need some form of modernization 
already.) 

The current plight of the aging 
urban hospital is largely a result 
of the long lull in health building 
during the depression and World 
War II, and the postwar emphasis 
on new hospitals built with federal 
help under the Hill-Burton Act. 
While Hill-Burton brought many 
new hospitals to smaller towns, 


suburbs, and rural areas where 
there were none before, and while 
it introduced systematic state-wide 
planning of health facilities and 
new standards of construction, de- 
terioration continued in many older 
city plants. 

The financial problems of the 
older hospital in the large city are 
certainly matched by its architec- 
tural ones. In contrast with some 
Eurepean cities, where hospitals 
are sited with considerable entour- 
age as major public buildings, 
many American hospitals, like Top- 
sy, grew. 

Frequently a town’s hospital be- 
gan in an old mansion on Main 
Street. As demands increased, 
wings or pavilions were added on, 
each intended to satisfy a pressing 
need of the moment, but with little 
regard to future needs or to the 
hospital’s immediate surroundings. 
In many cases, a single edifice, 
sometimes charming, been 


(Continued on nert page 
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overwhelmed by a hodge-podge of 
its own progency. And now that 
urban renewal is stripping away the 
old slums that have grown around 
it, the city hospital, once seen only 
from its grand facade, stands un- 
masked in all its cumulative dis- 
order. 

Aside from complete abandon- 
ment and building anew, the main 
counterpart to the proliferating 
older hospital has been partial de- 
molition and consolidation. As in 
other building types, the modern 
hospital’s increasing need for com- 
pact efficiency to offset high labor 
costs (now 67 percent of the hos- 
pital operating dollar), and for flex- 
ibility to meet changing require- 
ments, is tending to pull buildings 
together. Filling in the space be- 
tween pavilions, they tend toward 
the “loft” or “bulk-space” plan. 

A striking example of this ap- 
proach is the Worcester (Mass.) 
City Hospital. A general hospital, 
Worcester was a veritable cata- 
logue of the ills plaguing older U.S. 
hospitals. 

Located in the heart of the down- 
town, it consisted of 22 scattered 
buildings, 19 of which dated before 
1905, only 2 buildings were fire- 
proof. Of 436 beds, the state had 
declared 293 unacceptable by mod- 
ern standards. 

In addition, there were many lo- 
cation problems: for example, the 
outpatient department was a block 
away from the diagnostic and ther- 


apeutic facilities of the main hospi- 
tal and was forced to duplicate 
many records. Emergency was al- 
most as far removed in the oppo- 
site direction. Operating and de- 
livery rooms were isolated from 
their corresponding patients, re- 
quiring long trips over to the main 
building, and up and back. 

The city was faced with spending 
either some $1,750,000 to patch up 
old buildings or as much as $11 
million to replace the hospital with 
a completely new one on a different 
site. 

A study by outside consultants, 
hewever, showed that a compro- 
mise could be reached by saving 
the sound older buildings and re- 
placing the unsound ones with a 
new central building consolidating 
most of the departments. 

The Rosenfield scheme, which 
came to just under $5 million, re- 
places the two most ancient central 
pavilions with a new building of 
seven stories and basement, tied 
at each level with old 1938 build- 
ing to create whole departments 
out of each floor. 

This principle of “horizontal con- 
tiguity” places new surgical beds 
directly opposite remodeled surgi- 
cal suites, consolidates administra- 
tion, admitting, emergency, diag- 
nostic, x-ray, and lab, and places 
service functions in the basement 
where they can serve all floors 
above by chute, dumb-waiter, and 
elevator. 


Six Rules for Effective Hospital Organization 


In a recent issue, Trustee gives six rules of thumb for administrators, 
trustees, and doctors in maintaining an effective hospital organization. In- 


cluded are: 


1. Recognize that you will hear conflicting reports about patient care. Put 
these reports into the proper organizational channel for study, evaluation, 


and recommendation. 


2. Rely on the organizational mechanisms that have been established. 
3. Insist that the various components of the organization function as they 


are intended to function. 


4. Do not make independent, informal investigations of information as a 
means of checking up on the functioning of the hospital orgaization. Build 
the controls for this into the organization. 

5. Be sure that organizational mechanisms exist for adjudicating all prob- 
lems, particularly those that may arise between the medical staff and the 


administrator. 


6. Support decisions reached by the organization rather than the view- 
point of an individual who may not be in agreement with the decision, even 
though such a person may be of considerable influence in the community — 
Richard L. Johnson, director of Hospital Counseling Program, American 


Hospital Association, 


As a result of savin’; throug 
more efficient operatic», and th 
ability to charge goin rates {,, 
first-class hospital ser. ces, Wo). 
cester officials estimat« they ma: 
be able to increase in’ by as 
much as $1 million a <ecar in th 
new plant, and make i: possible ty 


purchase new medica! equipmen 
they lacked before. Pit, perhap 
equally important, they have don 
much to remove a civic eyesore 
and to provide hospita! care com. 


mensurate with the community’ 
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obligations. 

A similar combining of old and 
new was completed last year fo) 
the Lee Hospital, Johnstown, Ps 
At a cost of $1.8 million they have 
integrated a new wing with the 
existing building, increasing capae- 
ity to 178 beds, creating nursing 
floors with 40 percent more space 
per bed, and instituting a new cen- 
tral core of services and_ nurses 
stations. Hospital authorities are y 
enthusiastic about the improve- 
ments that they are planning demo- 
lition of an old annex at the rear 
and building of a similar new wing 
to round out their plant. 

Among larger big-city hospitals 
now going through modernization 
studies is the District of Columbia 
General Hospital, which has some 
two dozen buildings scattered all 
over its 65-acre site. The core of 
the recommended $13 million re- 
modeling program involves consoli- 
dating three long central buildings 
(by knitting them together at low- 
er levels by new floors) into a 
single acute general hospital of 70) 
beds, converting one outlying 
building into an OB-gyn facility of 
200 beds, and developing a rehabil- 
itation center in a former psychiat- 
ric building. 

The crisis of the older urban hos- 
pital, then, is beginning to command 
some of the attention it deserves 
Federal recognition o! the older 
city hospital’s needs, along with a 
regional approach to !iealth plan- 
ning, will be of significant help. 
But the final responsiblity will lie 
with local hospital boa ds, medical 
men, and architects, w!o must » 
make old buildings int integrate? 
efficient, and pleasan' hospitals, 
and not merely add nr: w slums " 
old. 


HOSPITAL TOPIC 


lites a 
je 
yssible 
ably 
it nece 
sme | 
W 
Aco 
ed in 
‘actors 
f del 
well a 
ment, 


ct m 
act 
Mos 
nake 
sar 
ever, 
accep 
heatic 
ontr 
Wi 
same 
on p 
id 
+ 
com 
ori 
mo 
der 
24 


throug, 
and th: 
rates fo 
es, Wor. 
hey ma; 
ne by 
ar in the 
ossible ty 
quipment 
perhaps 
ave done 
eyesore 
are com- 
wmunity’s 


old and 
year fo 
own, Pz 
hey have 
with the 
1g capac- 
nursing 
ore space 
new cen- 
1 nurses 
ies are 
improve- 
ng demo- 
the rear 
1eW wing 


hospitals 
rnization 
olumbia 
as some 
tered all 
core of 
llion re- 
; consoli- 
buildings 
r at low- 
) into a 
al of 700 
outlying 
acility of 
rehabil- 
osychiat- 


ban hos- 
‘ommand 
deserves 
he olde! 
g with a 
th plan- 
nt help. 
y will lie 


medical 
must re- 
tegrated. 
rospitals, 
slums to 


L TOPIC 


How valid are oral agreements? 
How Should a Contract Be Modified? 


Here Are Some Facts Every PA Ought to Know 


By Marshall Coke* 


condensed from Purchasing, February 27, 1961 


When a purchasing agent formu- 
utes a contract or purchase order, 
ie usually endeavors to anticipate 
yssible contingencies. But inevi- 
ably circumstances arise making 
{necessary to alter or modify 
wme contracts after they have 
een written. 

Acontract of sale may be modi- 
ad in any of its provisions by 
agreement of both parties. Such 
actors as the time, mode, or place 
{delivery may be modified, as 
well as the price, terms of pay- 
nent, or conditions. Even the sub- 
ect matter or parties to the con- 
act may be changed. 

Most important, the PA must 
make certain that an intended 
nodification is not misconstrued 
sa recision of the contract. How- 
wer, if one of the parties suggests 
a change and makes sure it is 
acepted by the other, the modi- 
ication becomes an element of the 
tract and avoids the danger of 
recision. 

When a new contract covers the 
same subiect as an old but un- 
executed contract, it would seem 
on principle that the new one con- 
stitutes an implied rejection of the 
ld. However, if such recision is 
tended, it should be so stated in 
the new contract. Ordinarily a 
nodification of one or more terms 
eaves the other terms in full force 
and effect, as long as the gist is not 
completely inconsistent with the 
original. 

A modification becomes a part 
ot the original contract, and does 
tot abrogate or supersede it ex- 
‘ept in the matters covered by the 
modification. 


APA with a contract to buy 


ternmame of a well-known member of the 
~ holds position in the purchasing 
‘ent of a large corporation. 
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commodities he no longer requires 
may escape liability if he can find 
a different purchaser willing to 
assume the contract. In such event, 
only at the moment all parties as- 
sent to a change of purchasers is 
the original purchaser released 
and does the substitute buyer be- 
come liable. 

It is important to remember that 
the formalities of offer and accept- 
ance apply equally to the modifica- 
tion as to the original formula- 
tion of the contract. But, although 
mutual consent is necessary, it may 
be implied from the conduct of the 
parties. 

A contract may be modified by 
writing the changes on the original. 
The parties will not need to sign 
the contract again provided their 
intentions are clear. A party who 
asserts that a contract of sales has 
been changed or modified has the 
burden of proving it. 

It is a well-known rule that con- 
tracts, to be enforceable in courts 
of law, must be supported by some 
consideration. This consideration 
distinguishes a contract from a 
promise. A promise to do some- 
thing is not enforceable at law, a 
point which applies also to a modi- 
fication. 

Most authorities have held that 
an agreement to modify a contract 
must be supported by a considera- 
tion to the same extent that an 
original contract must have con- 
sideration. However, there is also 
authority for the view that no new 
consideration is necessary if the 
original contract has not yet been 
executed by either party. 

Of primary importance is the 
problem of when a contract can be 
modified by oral agreement. Un- 


der common law, a contract under 


seal could not be modified by a 


parol agreement made subsequent 
to the original contract. Thus, a 
written contract could not be modi- 
fied except by another written con- 
tract signed by the same parties. 

The modern view, however, is 
that sealed as well as unsealed 
contracts may be modified by ver- 
bal or written agreements not un- 
der seal. Not only many contracts 
which are originally oral be modi- 
fied by parol or oral agreements, 
but oral modifications of written 
contracts have been sustained by 
the courts. 

One important point to remem- 
ber is that separate oral agree- 
ments made at the same time a 
contract is written are not en- 
forceable. The legal assumption is 
that the written contract contains 
the full and final agreement of the 
parties up to and including the 
moment the contract is made. 

Many sales contracts contain a 
clause which states effect 
no modifications of the contract 
will be permitted. Some courts 
have held this does not forbid sub- 
sequent oral modifications. But 
there is also authority to the con- 
trary which states that if written 
modifications are forbidden, oral 
modifications are likewise. 

However, a purchasing agent 
never knows when he will be re- 
quired to modify a contract. It 
would therefore be more advisable 
to include in sales contracts clauses 
specifically permitting modifica- 
tions, but limiting them to written 
agreements which must be signed 
by both parties. 

In this way troublesome oral 
modifications are eliminated, but 
yet an avenue is available to 
make changes without the neces- 
sity of destroying the original con- 
tract. 
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The Combination Washer-Extractor: 


Novelty or Necessity? 


By Jack Kerwin* 


Condensed from Institutions, September 1960 


Despite the sudden popularity of 
the commercial-type combination 
washer-extractor during the past 
five years, this unit has been avail- 
able for the last two decades. 

Until five or six years ago, how- 
ever, combo machines were small 
and lacked good balance and an 
ideal center of gravity. They were 
plagued with many experimental 
controls, all of which promised to 
keep them within the smaller 
ranges of productive capacity. 

Then the transition of large ex- 
tractor cylinders from the horizon- 
tal to the vertical plane made pos- 
sible improved seals and bearings, 
brakes and clutches, drives and 
speeds, dual and even triple safe- 
ty systems, and a completely new 
concept of high-volume laundry 
washing. What was a small wash-- 
room auxiliary became a mighty 
behemoth with capacities up to 
more than 600 lb. per load, dry 
weight, and with a production ex- 
pectancy of 900 lb. per hour—load- 
ed, washed, extracted, shaken out, 
and unloaded. 

What are some of the advan- 
tages of these units? 

In the first place, they are eco- 
nomical, even including the cost of 
the concrete foundations they re- 
quire. There are no separate ex- 
tractors to purchase and no extra 
baskets, monorails, or hoists need- 
ed. Also, large savins are frequent- 
ly realized because it becomes un- 
necessary to build an extension to 
layout. In genral, assuming fairly 
good operational management, 
these machines should amortize 
themselves within 30-48 months. 


*McAvoy Sales And Service, Co., Inc. 


Where labor is a problem, the 
combo provides the solution. The 
cost of total direct washroom pay- 
roll declines from 65 to 50 percent, 
although washroom personnel, un- 
der incentive, go home with more 
take-home pay than before. 

Over-the-country washroom 
production has been in the neigh- 
borhood of 500-600 Ib. per hour per 
man in recent years. Compare this 
with one man handling three 600 
lb. combination washer-extractor 
units and taking a full hour to 
complete each load. This man, 
alone, will produce 1800 Ib. per 
hour and do it with less movement 
and less fatigue. 

When water consumption be- 
comes a problem, the combination 
washer-extractor again becomes a 
necessity, because combo water 
usage takes a tremendous drop. 
While the ratio of hot water to 
cold remains relatively the same, 
savings in total water and fuel re- 
quired to heat the water will sum- 
marize at about 50 percent. In ad- 
dition, savings in supplies with the 
combos will run about 40 percent. 

Three simple rules, when ad- 
hered to, will provide satisfactory 
extraction with the new combes: 
(1) do not overload; (2) do not 
load out of balance; (3) set the 
time cycle to bring about the final 
water-retention condition desired. 


Some millions of pou: ds 
ens are now being proc: 
ly in the combos, and 
part of this work load 
tracting cycle not exce: 
or nine minutes. 

There is no extracior 
time because all wor! 
just once at the begin 
wash cycle. Unloading 
several reasons: people 
unload these machines 
is no tugging, lifting, or struggling 
the work is unloaded directly ig 
the truck or final conveyaneg 
and because the load has beg 
shaken down for a minute or twd 
it handles easily. An added benef 
growing out of this can be seenj 
the numerous reports from hog 
pitals indicating an average re 
duction in mending of 35 percen 

What about the important que 
tion of vibration? All extracto 
when improperly loaded, will wi 
brate. However, when an imbal 
ance occurs in a combined washer 
extractor through careless loadingil 
an automatic switch either 
the machine down or recycles 
back into the washing speed. As 
rule, a combo machine will ta 
up an imbalance up to 15 perce 
without undue strain or vibratiolil 
when extracting. 

Most vital in successful opera 
tion of combination washer-extracll 


tors is the actual loading of tha . 


machine, but this is not comple 
and calls only for common sens@ 
and a desire to do the proper thingy 
Washroom men become very f@ 
miliar, in only a few hours, wi 
sensible loading. 

Manufacturers 
washer-extractors 
considerable amounts 
the best type of foundation and t@ 
control vibration. Today these unity 
are found in even the most chal@ 
lenging installations providing sat 
isfactory service in evry size 
eration. 


Do-It-Yourself Pays Off 


A do-it-yourself wing, with cut-rate prices, has been establis!ed at the 
Overlook Hospital in Summit, N. J., for patients able to care for 'emselves. 
The patients, who pay half of the regular $20 to $28 daily hospi «1 charge, 
wear street clothes, eat in the hospital cafeteria, and visit nurs.’ stations 
for medication. Two nurses attend the patients in this wing, ins d of the 
five nurses who usually attend a comparable area, accordiny (0 Public 


Health Reports. 
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New England Hospital Assembly 


N.E. Meeting Highlights Union Problems, 


Another 1961 convention attendance record was broken 

when over 6500 hospital executives, nurses, doctors, 

members of women’s auxiliaries and hospital boards of 

Birstees convened in Boston, March 20 to 22, for the 

4th annual meeting of the New England Hospital As- 

sembly. 

The first regional hospital organization in the United 

States, the assembly was founded in 1921 as the New 

England Hospital Association, which subsequently fos- 

M@iered the organization of hospital associations in the 

six New England States. The membership now consists 

Mot the individual members of these state associations. 

So popular have the assembly’s instructional confer- 
ences become that many registrants at the current 

Mmeeting were unable to obtain tickets. However, there 

was always another open session for the overflow to 

attend in the intensive, well-planned program sched- 
| ule. 

Mr. Frank S. Groner, president of the American 
Hospital Association, of Chicago, was guest speaker at 
athe president's luncheon. The reception and banquet 
was given over to fun and entertainment by Isidore S. 
mGeetter, M.D., president of the assembly, who paused 
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Hospital P.R. and Patient Care 


only long enough to present a verbal posey to Elmina 
L. Snow, R.N., administrator of Emerson Hospital, 
chairman of the program committee for the convention, 
and president-elect of the assembly. 

Topics here presents abstracts from selected papers 
given at the meeting. 


Hospitals and Unions 


How the Labor Movement Grew, 
And How It Affects Hospitals 


The labor movement in this country is not revolution- 
ary; it does not ask for a change in government, but 
rather for increased wages, reduced hours, improved 
working conditions. During the depression, the Marx- 
ists were astounded that labor unions didn’t seize the 
opportunity to stage a revolution. This characteristic 
love of freedom and opportunity have prevented the 
development of any real class consciousness and con- 
trol of our unions by leftists. 

For a long time, labor was considered a commodity, 
and treated as such, and injunctions kept unions weak. 
As late as 1923, the Supreme Court said labor was 


New officers of the New England Hospital As- 
sembly, front row, |. to r.: Norman R. Brown, 
administrator, Concord (N.H.) Hospital, presi- 
dent-elect; Elmina Snow, administrator, Emer- 
son Hospital, Concord, Mass., president; Rev. 
Stephen K. Callahan, secretary to the Bishop 
for hospitals, Our Lady of Fatima Hospital, 
Providence, R.I., trustee. Back row, I. to r.: 
Vernon L. Ballard, administrator, Portsmouth 
(N.H.) Hospital, trustee; Isidore S. Geetter, 
M.D., Mt. Sinai Hospital, Hartford, Conn., trus- 
tee; Joel H. Walker, administrator, Barre City 
(Vt.) Hospital, and John L. Quigley, administra- 
tor, Soldiers Home, Chelsea, Mass., continuing 
as trustees. 
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lefr: Changing Patterns in Patient Care was the subject of panelists 
(I. to r.) Francis S. Hill, director, Massachusetts Eye and Ear Infirmary, 
Boston; Albert W. Snoke, M.D., executive director, Grace-New Haven 
(Conn.) Hospital; Hans O. Mauksch, Ph.D., director, department of pa- 
tient care research, Presbyterian-St. Luke’s Hospital, Chicago; John L. 


entitled to a living wage, but that the employer was 
not bound to give it. The double standard of moral- 
ity for capital and labor began to disappear as legisla- 
tion came along, especially the New Deal. 

The Wagner Act was the charter of the union move- 
ment as we know it today. The administration in Wash- 
ington was directly concerned with welfare, and unions 
began to realize their political power. Union member- 
ship grew from 3,500,000 to 18,000,000 in 20 years. In 
1947, the Taft-Hartley Act restored much of the equal- 
ity of bargaining, and it has not harmed labor despite 
the uproar to the contrary. 

The same year, the AHA, in asking to be excluded 
from the Act, said that hospitals had a minimum of 
labor trouble, and maintained good year-round work- 
ing conditions. Today we have mounting pressure for 
removal of exclusions and a pressure to force hospitals 
to bargain. What conditions have encouraged this at- 
titude? 

First, the attitude and systems of the community. A 
century ago, it was believed work was an obligation, 
that achievement was its reward, and there was work 
for anyone who wanted it. Today, work is not so en- 
nobling. The day of the craftsman is gone; for most, 
work is a means to an end. The welfare state en- 
titles everyone to food, shelter and clothes, whether 
he works or not. And it is legitimate, and acceptable, 
to belong to a union. 

Collective bargaining is now recognized, and the 
right to appeal is one of the strongest attractions of 
unions. The union focuses on its members and not the 
work situation itself. Does this satisfaction of indivi- 
dual needs interfere with management function? 

Unions have invaded personnel, administration, wa- 
ges, hours, layoffs, health, safety, and work speed. 
There the invasion ends. We know of no case in this 
country where labor has taken over any _ business. 
Unionism does not want to replace us; it does want 
us to move over.—Frederic LeRocker, director, Sloan 
Institute of Hospital Administration, Cornell University, 
Ithaca, N. Y. 


Rowbotham, M.D., New England Deaconess Hospital, Boston; and Ry 
Sleeper, R.N., director of nursing, Massachusetts General Hosp., Boston 
Above: Isidore S. Geetter, M.D., of Mt. Sinai Hospital, outgoing pre: 
dent of the New England Hospital Assembly, addresses the conventior 
at its fortieth annual banquet. 


Cooperative Personnel Policies 
Can Achieve A Dual Objective 


I agree that hospital workers should not strike. I full 
agree with the 1947 AHA testimony requesting the 
hospitals be excluded from the Taft-Hartley Act. But 
when the AHA pointed out the “maintenance of goo 
working conditions in hospitals,” I disagree. If not w- 
true, it is certainly an exaggeration. 

The 1959 statement of the AHA is nearer the truth 
“The greatest philanthropists have not been the founds- 
tions, wealthy individuals, or business organizations 
they have been the hospital employees who have «- 
cepted low pay and undesirable working condition 
year after year.” 

Wages have been raised for one or two reasons 
shortage of personnel in the category; fear of unioni- 
zation. We need the best, but we are unlikely to g 
it if we pay the lowest wages. Recently, a community 
hospital paying a minimum wage of $1 an hour fo: 
janitors or housemen, was competing with factories i 
the same town paying a minimum wage of $2 an how 
to men sweeping floors. The man cleaning floors in the 
hospital needs to know something about keeping them 
bacteriologically as well as asthetically clean; he need 
an understanding of the psychology of illness, of deal- 
ing with patients. 

Good personnel policy makes unionization less likely 
Administrators, who seldom agree on anything, do agree 
that we can operate more efficiently and more effe- 
tively, and give better patient care without unioniz- 
tion. 

I’ agree we should pay the prevailing wage in the 
community. This requires hospital management to cot 
duct programs of furthering community understanding 
of hospital costs, to the end that support wil! be fortt- 
coming to meet the cost of the application of this pri 
ciple. 

Hospital associations and councils should meet am 


involvec 


work out basic personnel policies and then, after ful 
consideration and discussion with all the hospital 
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volved, adopt uniform basic’ policies. Then, it is im- 
gortant that the few hospitals paying a substandard 
wage be made aware that this brings discredit on all 
espitals, and tends to invite unionization and strikes. 
In Massachusetts, we have formed a committee of 
hospital trustees to study the problem and consulted 
an expert in the field to review the situation and re- 
port, As a result, the various area Hospital Councils 
have been formulating recommended minimum hospital 
plicies for our own areas. Many hospital associations 
nd councils across the country have been similarly ac- 
tive, but too many are dragging their feet—Richard T. 
Viguers, chairman, Personnel Policies Committee, Great- 
et Boston Hospital Council. 


Unionization in Hospitals 
Con Strait-Jacket Management 


[am pro-management, and probably a little biased. 
St Andrew’s is the only non-union hospital in Min- 
neapolis, the rest of us in the Minneapolis-St. Paul 
area having been unionized for over 10 years. 

In 1939, the state legislature passed a law requiring 
management to bargain with unions. In 1940, North- 
western Hospital tested the law, and it was interpreted 
to include hospitals. By 1941, the union had hospital 
contracts in non-professional categories. In 1947, due to 
strikes, the state amended the Charitable Hospitals 
Act forbidding strikes, with differences to be settled 
by arbitration, and findings to be binding to both par- 
ties. 

Hospitals in our area work with the Public Buildings 
Services Union (non-professional workers); the Min- 
nesota Nursing Association; The Minnesota Licensed 
Practical Nurses Association; and two engineering 
unions. We are also concerned with the Building Trades 
Union, but do not sign a contract because the hospitals 
recognize the going rate in the community. Individuals 
employed need not be union members, but must join 
upon being hired. 

Our hospital personnel policies result at the arbi- 
tration table, or are set up by the arbitration board, 
consisting of one hospital man, one union man, and one 
government man acting in a “neutral” capacity. Per- 
sonnel policies are not changed or modified, since it 
means new demands at the arbitration table. 

The director of personnel is the only contact between 
the hospital and the unions. We expect him to keep 
every department head fully informed on contract de- 
tails. Employees must first discuss problems with the 
department head concerned, who may then take them 
up with the personnel man. If a department head makes 
a poor judgment, it can be reflected in patient care. 

We make every effort to counsel and guide depart- 
ment heads, and believe our employee relations are 
good. We stick to the line and play no favorites, so 
the majority of our workers realize that the patient 
's still our prime concern. Management must give every 
consideration to keeping individuals on the payroll; 
involuntary severance can cost $1,500 to $2,000 in fees, 
hearing costs and arbitration procedure. 

We do have ease in establishing a budget because 
labor costs are stabilized. This helps create relatively 
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simple charges, relatively low turnover, and very little 
problem with absenteeism. There is a higher pay level, 
hence a higher quality worker. The strait jacket is, 
though, that all of this can be accomplished without a 
union. 

Establishment of new procedures and technics to 
personnel is most difficult. Problems in areas outside 
direct patient care are created by our inability to 
drop workers as technics change—in much the same 
way that automation is creating personnel problems in 
industry.—Robert W. Bachmeyer, director, St. Barnabas 
Hospital, Minneapolis, Minn. 


Hospital Public Relations 


The Highly Publicized Diseases, 

Not Hospitals, Are Capturing Interest 

We have been discovering that the supposedly intangi- 
ble and once not-much-noticed “human” factors are 
both reasonable and infinitely important in determin- 
ing the outcome of any human enterprise. When hu- 
man feelings and emotions are ignored by administra- 
tors of companies and institutions, the results are det- 
rimental to those who are ignored and those who do 
the ignoring. 

In a study we did for the United Hospital Fund 
to measure people’s attitudes towards various aspects 
of hospitals and hospital care, we found that over-all 
public sentiment in New York was one of moderate 
approval. When the question concerned scientific up- 
to-dateness, 59 percent believed hospital equipment is 
right up-to-dateness, 59 percent believed hospital equip- 
ment is right up-to-the-minute; 22 percent believed 
it to be a little behind; only four percent believed it 
to be badly behind. 

But when encouraged to express a more personal 
reaction, a flood of criticism came forth. Fifty-eight 
percent couldn't think of anything, but among the 42 
percent who did offer criticism, it fell into two major 


A. Philip Brown, purchasing agent, Hartford (Conn.) Hospital, explains 
“Our Expanding Waste Line” exhibit to Grace W. Caine, head nurse, 
Newport (R.I.) Hospital. A project of the hospital’s supervisory de- 
velopment committee, the exhibit focused attention on the large num- 
ber of hospital articles which are “‘lost'’ due to misuse or misdirection. 
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Winners of the exhibitors awards, front row, I. to r., for single booth: 
Parke, Davis & Co., first prize, represented by Carl McDonald; Robin- 
son Bosworth, Jr., president, Hospital Industries Association; Thermo- 
patch Corp., honorable mention, represented by Harry Fogelmen. Back 
row, for multiple booth: S. H. Couch Co., Inc., first prize, represented 
by Robert Savery; Reo J. Marcotte, M.D., exhibit manager for the as- 
sembly; The Hard Manufacturing Co., honorable mention, represented 
by T. D. McCloud. 


categories: personnel rude, inattentive, inconsiderate; 
and inadequate administrative arrangements (under- 
staffed, not clean, over-crowded, poor food). 

In using the new technic in which the interviewer 
starts the sentence and the respondent finishes it, a 
full half of the 58 percent who previously had no cri- 
ticism to make found their tongues. In finishing the 
sentence, “I know they are busy and have lots of peo- 
ple to take care of, but it seems to me they could 
at least . . .”, respondents expressed resentment against 
neglect, rudeness and impersonal treatment. : 

I am, of course, aware of efforts being made to take 
patients’ feelings into account by many hospitals, and 
doctors recognize the importance of psychological and 
emotional factors. It isn’t always as easy as it sounds. 
The study itself showed that the public’s own values 
serve to strengthen the very conditions they object to. 
For example, when asked how they would earmark 
$1,000,000 if they had that amount to spend on a list 
of physical and non-physical factors, those relating to 
the “human side” of care didn’t get their money; it 
went to scientific equipment. 

Along with moderate approval, we found a good deal 
of ignorance and apathy about the functionings and 
needs of hospitals. For example, most didn’t know what 
a voluntary, non-profit hospital was; in general, they 
lumped all hospitals together. Most didn’t know how 
much they paid for Blue Cross coverage. We found 
the highly publicized disease philanthrophies have dis- 
placed the hospital as the focal point of the fight 
against disease in the public’s mind. 

What can hospitals do about their problems in public 
relations? Actually, they are in a fortunate position on 
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two counts. First, their biggest problem seems to \&ctors. 
in a lack of public information rather than actual mifgents t 
information. Secondly, impressions are usually formedf lot to 
through personal experience as a patient or visityffesposut’ 

Any change in the way a place is run is immediate Cardi¢ 
perceptible to a large and vitally interested portion g of chole 
the public. If a warmer climate is created, a hidden jgg.ff, factor 
berg of resentment will melt away, the public wil] fi The 
more receptive to what the hospitals have to say aboy 
themselves, and the whole experience of illness ay 


possible 
patient 


recovery will become more endurable.—Elmo Roper fy sachin 
Elmo Roper and Associates, New York, N. Y. wasion 
Patient Still Wants The be 
Main Course, Not The Fixin’s used 
Since the patient comes to the hospital primarily fy, passibl 
diagnosis and treatment, factors which directly affecf§ al | 


these purposes are most important to him. 

Though the surroundings are important to him, jpg Dy ™ 
comes seeking correct diagnosis and the best possibi Som 
treatment, not an attractive hotel or fine restauran ff"! sub 
When he feels he is making progress, we note he wil 
ignore minor inconveniences or deficiences in servic: § Si"! 

We recently initiated a study by our psycholog One 
staff to determine patients’ reaction to hospitalizatio ‘aulty 
For a period of three weeks, all patients admitted wer ff “S¢ 
assigned to one of three classifications of illness: severe ff "°P® 
acute minor, or chronic minor. Each was interviewei 
within three days of admission, provided, of cours U™ 
it did not interfere with their treatment. surge 

The first part of the interview was designed to dis §'™P 
close the patient’s attitude to hospital services ang %%*™ 
staff. The efforts of doctors and other staff member § “* 
received highly favorable comment from 75 to %§ "4 
percent of the patients. comp 

When queried about communication of medical it- —Do 
formation regarding their condition, most reported « Bost 
dearth of information both after three days and afte 
three weeks. However, 65 percent of the patients sai , 
“no” when asked if there was anything else they would ep 
like to know—indicating, perhaps, a psychological aver- J Ve 
sion to too much information, even though they ma § ™€ 
have felt entitled to it—M. Herbert Fineberg, MD dla 
manager, Veterans Admin. Hospital, East Orange N./ § 5 # 


tion 

Advances in Patient Care ney 
me 

Biochemistry Opening New adt 
And Thrilling Medical Vistas ho 
The advances that have improved health and longe- 


vity in the past decade are astounding. We need the 
have knowledge of basic medicine, biochemistry, phy- the 
siology, pharmacology, genetics and electronics in order § th 
to treat our patients. We must discriminate betweet § 
the enormous amount of material and growing com Y 
plexity of our profession—hence the specialties. How 
ever, all of us must keep abreast in order to utilize 
the specialists. In 
More older people mean more chronic illness, a 
our growing knowledge in this field may play an eti § “ 
logical role. The focus of our concern is on all systems 
involved in illness due to the extrinsic nd intrins: 
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ems to jiectors. We have made little progress in therapeutic 
actual migfpeents te cure viral infections, but vaccines are doing 
lly form ‘Jot to prevent them. Treatment for radiation over- 
OF Visiteyfexposure is, of course, still in its infancy. 

mmediatef Cardio vascular disease is most prominent. The role 
portion di cholesterol is still not settled, but is considered 
hidden jc: factor, and we are using blocking methods to control 
lic will )it The entrance of electronics into the field has made 
) Say aboullwsible the pacemaker, which can be worn by the 
illness anil tient as he goes about his business; defibrillating 
mo Roper nghines are lifesaving. We have developed hyper- 
ygsion compounds to avoid complications of the disease. 
In genetics, biochemistry is giving us new and thrill- 
ag concepts of diseases like inborn error of metabolism 
wysed by mutation of a single gene. Sometimes it is 
imarily {oj pssible to treat such diseases by withholding toxic ma- 
sctly affee rial which cannot be excreted properly. If treated 
arly, we see improvement in cretinism when we sup- 
to him, jeff missing metabolites. 

st possibieg Some diseases, like gout, are caused by the storing 
restauran: of Substances in the body. Anything to deplete this 
ote he wi store is beneficial. Wise genetic counselling can help 
in. servic: § Sin prevention of such diseases. 

psycholog @ One of the brightest vistas of medicine is the part 
vitalizatio; § ulty basic metabolic processes may play in mental 
Litted wer diseases, formerly thought incurable. We have great 
ss: severe Nopes for the role biochemistry may play in some forms 
nterviewe o epilepsy and mongolism. 

Until recently, cancer has been in the domain of the 
surgeon and the radiologist; now chemotherapy is an 
ed to dis Mportant part of the domain. We find that complex 
vices ani emical substances produce anti-metabolites. When 
F member ere is a chemical reaction, cancer cells seem to in- 
75 to wg crease their sensitivity to radiotherapy. This is not the 
complete answer, but we are observing thrilling results. 
1edical in- —Daniel S. Ellis, M.D., Massachusetts General Hospital, 
reported Boston. 
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pes. Surgery Looks to Permanent 
hey woul placement of Diseased Organs 
sical aver-§ We in surgery hope to yield the knife in cancer and 
they maj f Metabolic diseases. We hope in time for permanent re- 
erg, M.D. dlacement of diseased organs. Mechanical replacement 
ange N.J § already with us. There is a woman at this conven- 
tion who has had her heart replaced. Lungs and kid- 
neys have been temporarily replaced by mechnical 
means. This massive surgery will bring logistic and 
administrative problems doing good and bad things to 
hospitals. 
nd longe- It took surgery 2,000 years to travel two inches from 
> need to the skin to the heart. It took more decades to replace 
stry, phy- the heart for a short time. It will take more to replace 
s in order § the heart permanently. The simplest heart operation 
» between # Sto the envisioned what Kitty Hawk was to the jet. 
ying com- Yet right now, the simplest operation involves the whole 
ies. How- § *spital. We are not talking about the operation itself, 
to utilize but the complexities of the things that must be done 
order that the operation be performed. 
ness, anc During the operation, which engages the operating 
y an etio- § "om for an extended period, the patient requires an 
ll systems anesthetic team; the surgeon, with his first and second 
| intrinst § “Sistants; monitoring crew; surgical nursing staff and 
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circulatory staff; pump team; chemical analysis team; 
and blood bank. Any deflection in a member of any 
team can be fatal. In addition to the patient, we have 
the family to consider. For them, we have members of 
the Mended Hearts Club who sit with them and re- 
assure them during the operation. 

Activity, of course, is not over at the end of the 
procedure. Postoperatively, there are inhalation, x-ray, 
hemodynamic, chemical analysis, monitoring, and blood 
bank activities, special doctors and nurses meticulously 
attentive around-the-clock. We resent the delineation 
between medicine, surgery and rehabilitation, since 
the patient is not cured until he is reestablished at a 
maximal routine. 

The hospital should know that it should not under- 
take such surgery unless it has a surgical and medical 
team big enough, and with access to previous practice 
in animal laboratories; unless it is large enough to 
standardize the procedure and has enough clinical pa- 
tients to avoid it’s being a single historical event for the 
hospital. 

The bad aspects for the hospital is that the procedure 
is prohibitively expensive; it is inconvenient to others 
in the hospital whose activities are crowded out by the 
demands of massive surgery. 

However, if it is done successfully, the hospital will 
have better doctors and surgeons, and better morale 
from doing a big job together; better blood bank, anes- 
thesia, laboratory, hemodynamic and pulmonary evalua- 
tion, and better nursing. 

And, as soon as this procedure becomes common- 
place, a new vista will open.—Dwight E. Harken, M.D., 
Peter Bent Brigham Hospital, Boston. 


Future of Anesthesiology 
Will Lie in Organization 
We have had advances since the war in infertility and 
habitual abortion; congenital abnormalities are being 
corrected with plastic reconstruction of the tubes. We 
find that the simple expedient of putting a drawstring 


Donald L. Ford, administrator, South County Hospital, Norwalk, Conn., 
has an interested listener in Kay Keiser, student in hospital administra- 
tion at Yale University. The exhibit outlined the hospital’s program in 
Baby-Sitting Technic, a comprehensive course for teenagers in how to 
handle themselves, and their young charges. Available was literature 
on responsibilities and safety education. 
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Participants in a lively session on Hospital Management and Unions 
were, at the speaker’s stand, Frederic C. LeRocker, director, Sloan In- 
stitute of Hospital Administration, Cornell University, Ithaca, N.Y.; and, 
seated, Richard T. Viguers, chairman, personnel policies committee, 
Greater Boston Hospital Council. 


around the cervix will bring to term 80 percent of the 
women suffering cervical incompetence and miscarriage. 

We are interested not only in the improvement of 
existing methods, but in new ones. One, the “raincoat,” 
is a chest respirator adapted to apply low pressures to 
the abdomen periodically. Operated by either the doc- 
tor or the patient, it controls pain. Experience with this 
is limited in hospitals, and we don’t know how it works, 
but we have seen no harmful results thus far. 

Another method is audio anesthesia. “White sound” 
produces maximum audio stimulus which prevents the 
stimulus of pain, in much the same way the jamming 
of radio transmission is effected. The disadvantage is 
in the sound level, which could damage the inner ear 
unless it is used for only a brief period. In long labor, 
of course, it is useless. The sound itself is intolerable, 
and for myself, I would rather have the pain. 

Hypnosis, of course, is as old as man, but is having 
an ethical revival. We find all patients who have it 
benefit to some degree; a moderate number are ade- 
quate all through labor; and rapport with the doctor 
improves through the teaching and learning session. 

Newborn resuscitation is a very large area of progress 
involving a complete team overlapping in activities. In 
anesthesia, the big progress will be in organization, 
which will cut down the number of preventable deaths. 
Training programs indicate that those in the field have 
knowledge of the increasing responsibilities of the anes- 
thetist. Patient care cannot be met by the anesthesia 
technician. An error in judgment on the part of the 
anesthetist is more likely to jeopardize the patient than 
an error in any other area—Chester W. White, Jr., 
M.D., anesthesiologist-in-chief, Boston Lying-In Hospi- 
tal. 


Research is Trained on Death- 
Dealing Intrauterine Conditions 


We have had very little success in reducing infant 
mortality below a plateau. We have other challenges, 
too, which have not yielded to our efforts thus far. At 
least four of every 1,000 cerebral palsy victims will 
not reach the mental age of 12 years; three will not 
reach the mental age of seven years; and one will be 
a complete imbecile. 

By 1970, our increasing shortage of doctors will have 


become drastic. Our only solution is in using our pergpaly a ¢ 
sonnel more efficiently, and extending the horizon , 
their knowledge and skill so that each may be mo 
effective. 

We are working hard for knowledge of intrauteripupancy, 
conditions which result in damage and death, Wijffyty inc 
Congressional support, 16 hospitals are collaborating if|-fdwin 
a study to try to discover factors contributing to thMfchicago. 
occurrance of cerebral palsy, mental, and other ney. 
logical disorders. The study, now in its third year, uj. 
izes identical observation technics on women as sonjghospit 
as they come to the clinic, and will continue on thf we knc 
mothers and children for seven years alter birth, Jy heal 

As one of six pediatricians to visit Russia under the money 
aegis of the National Institute of Health to obsery[l ‘cling. 
obstetrical, maternal and child care, I was impressed ff misuse 
not with any specific discoveries, but with the approach ff for the 
to the problem. There seemed not to be any great ff Doct 
searchers, but they are very great readers and utili. ff tion, a 
zers. After World War I, Russia had a very high in. B have } 
fant mortality rate, which they have brought down ty §f record 
28 as compared to 26 here. on adi 

The Soviet Union has 55,000 pediatricians as compared § study 
to not quite 7,000 in this country. Granted they are no The 
as well trained as our child specialists, but they ar fj In Mi 
as well trained as our general practitioners. They em- §j appro 
phasize prevention. Every clinic in Russia has lectures § had « 
on health all the time. Billboards hammer away a §f hospi 
health and accident prevention. They are masters o § perce 
propaganda, and they are turning it to health educa-§ On 
tion.—Stewart H. Clifford, M.D., Boston Lying-In Hos- § indi 
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Underuse of Hospitals is 
More Of An Abuse Than Overuse A 


Several years ago at a meeting of the World Health § ove 
Organization in Geneva, a doctor said to me, “We have § stay 
no problems with hospitals in our country.” When! § ta) 
asked him why, he replied, “We have no hospitals J 4. 
In this country, we have many hospitals, and we 0 J 1 
have problems. We are the last country in the worli J the 
in which government has not involved itself in the § St 
hospital field, which means that we have been sincerel} ] 
trying to solve our problems. be. 

Our primary concern is the proper use of our hosi- Pi 
tals. Certainly, no one’s need must be denied for any He 
reason. Underuse is more of a misuse than is overus, J 4 
because it denies someone even of life. ¢ 

Blue Cross, of course, has reduced the financial bar- R 
rier to admission. Yet the hospital field is defensive 


of the population); and the increased number of Pel 
sons with prepayment insurance (from 60,000 in 1936 
to 57,000,000 in 1960). 

During World War II, fringe benefits became impor | 
ant, but health refuses to remain a fringe matter. Grad- 


because it is beleaguered by those who equate 1 
with abuse. This concern is not a reality. The basis , 
the concern is the rapid increase of hospital costs; * J ' 
higher utilization of hospital care (since the war, the : 
utilization rate has risen from 11 percent to 14 percet! 
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ly a consumer interest is emerging, and government 
ss come into the picture. Jerry Pollock, of UAW, stated 
ell] our concern with making enough beds available 
»r the sick, and having as our objective increased oc- 
yancy, When he commented that there was no reason 
shy increased occupancy would stop at the right place. 
_Fdwin L. Crosby, M.D., executive director, AHA, 
Chicago. 


tact Versus Myth In 
Hospital Use and Misuse 


We know that the consumer is willing to spend more 
m health, but that he also wants assurance that his 
noney will be well spent. Hospital personnel share this 
ling. But why is it we don’t know the extent of 
nisuse When we have had allegations on the subject 
jor the past 10 or 15 years? 

Doctors have, understandably, strong self-determina- 
tion, and have tended to resist organization. Hospitals 
have made great strides in auditing and keeping of 
records, but have been reluctant to question doctors 
m admissions and length of stay. In prepayment plans, 
study of control and effectiveness has been minimal. 
There are a number of approaches to the problem. 
In Michigan, we choose the criteria of the statistical 
approach, and in 1958 examined all discharges. We 
had doctors set up the standards for the study. All 
hospitals participated, as did 841 doctors (less than one 
percent refused). 

On admission, we used the permissive criteria. Our 
findings were that 97 percent of the admissions that 
year were appropriate. Looking at it in terms of who 
paid the bill, we found the admission was more likely 
to be appropriate if the patient had a high stake in 
the bill (this was especially true of diagnostic admis- 
sions). 

As regards the length of stay, we measured both 
overstay and understay. We found 83 percent of the 
stays appropriate. Of the 17 percent of inappropriate 
stays, seven percent qualified as understay, 10 percent 
as overstay. Most in both categories were within one 
to three days of the criteria. If the patient alone paid 
the bill, he was twice as apt to have understay as over- 
stay, and the reverse was true. 

However, if all the stays had been appropriate, it 
would have represented a saving of $10,000,000 in hos- 
pital care—Walter J. McNerney, director, Program in 
Hospital Administration, University of Michigan, Ann 


Arbor, 


CSR Goes to the Patient, 
Conducts In-Service Programs 


The structure of our central supply department places 
itunder nursing, but it also remains closely associated 
with administration. A supervisor in charge delegates 
daily supervisory tasks to a head nurse who remains in 
the department. Items processed by the department are 
fairly well standardized and any drastic changes are re- 
ferred to either the procedure committee or the commit- 
tee on improvement of patient care, for evaluation and 
decision. On each of these committees there is repre- 
sentation from both the medical and nursing staffs. 
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The department's daily routine includes a ten-minute 
conference each morning with the supervisor, in which 
any problem or question may be discussed freely. In ad- 
dition to the processing of supplies, department person- 
nel pick up used supplies on the wards, and deliver sup- 
plies ordered by the “floor administrators,’ who are 
responsible for checking and maintaining adequate sup- 
plies. 

There is an extensive in-service program for aides in 
this department. It is the feeling of the hospital that the 
aide is an asset for good public relations since she usual- 
ly comes from the hospital area. 

With this thought in mind, the in-service program has 
been developed with the philosophy that “optimum pa- 
tient care and service is the goal toward which each 
should strive.” The emphasis is on teamwork and on 
participation of the aides in their own learning program. 
One or two older aides may be asked to prepare or help 
plan programs. Meetings are held at a definitely sched- 
uled time, and in a place where there will be no inter- 
ruptions. For new aides, an information packet with per- 
tinent facts about the hospital and hospital ethics can be 
prepared. 

Occasionally, representatives from other departments 
are included, helping to create the sense of a “total 
team.” Aides are guided toward a better understanding 
of the patient areas, and perhaps to the problems of 
specific patients, in order to increase their own sense 
of importance and gain understanding of the contribu- 
tion to patient care.—Gertrude I. O’Brien, R.N. 


m 


Mrs. Frank S. Groner, wife of the president of the American Hospital 
Association, and Edwin L. Crosby, M.D., executive vice-president, Amer- 
ican Hospital Association, enjoy a chat at the banquet table. 


of; 


Charles Wilinsky, M.D., member of the original New England Hospital 
Assembly, and a past president of the American Hospital Association, 
and his wife beside him, were banquet companions of Mr. and Mrs. 
David Kaufman. Mr. Kaufman is a Boston consultant. 
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Ohio Hospital Association 


Social Security, Kerr-Mills Bill Trigger 
Debate at Ohio Hospital Session 


OHA—the nation’s oldest state hospital organization, 
held its 46th annual convention in Columbus, April 
3-6. Topics presents abstracts of representative papers. 


Legislation for Aged 


Social Security System Feasible, 

Boosts Independence of Aged 

In the last two years, the Senate subcommittee on prob- 
lems of the aged and aging has had a unique oppor- 
tunity to study the problem, first in open hearings with 
experts in the field, and second, with the aged them- 
selves. We visited seven major U.S. cities, and held 
town meetings in which the aged were given a rare op- 
portunity to speak for themselves. Their contention— 
and rightly—is that all the experts speak about and for 
them, but nobody asks them what they think. 

There is a new group developing, based on age lines. 
The sense of relationship that should be part of the age 
group is missing; rather the aged feel as though they 
are being deprived of what is rightfully theirs. They 
have contributed for many years to the growth of the 
nation’s economy, and do not want pity or charity. At 
the town meetings, feelings that were difficult to articu- 
late burst through. 

In the U.S. at the present time, there are 16.6 million 
persons over age 65. One-third of these persons have 
parents living; so there are not one, but two genera- 
tions of senior citizens. Of the 16.6 millions, 12.5 mil- 
lions are fully unemployed; only one million are fully 
employed. According to figures compiled by the Federal 
Reserve Board, 30 percent of the aged have no liquid 
assets and no prospects. Forty-five percent of the aged 
population have liquid assets less than $500. Two-thirds 
of the group own their own homes. 

The U.S. National Health Survey results show the 
aged group have a lower income, and a higher number 
and extent of chronic illness than the younger groups. 
Their expenses for these illness are 88 percent greater 
than those of the rest of the population. The Department 
of Labor reports that a retired couple living in the city 
can subsist on $2,800 per year; yet half of the six mil- 
lion families whose heads are over 65 have less than 
$2,800. At today’s prices, eight million persons are living 
at or below poverty standards. 

There is general agreement among those concerned 
that this is not a problem of national assistance—the 
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aged do not want charity—but a problem of prepaid in. 
surance programs. The only dignified, fiscally soun; 
program is to extend the social security system to in. 
clude medical insurance. 

There are a number of reasons in favor of the use of 
the social security system. First, the system is well e- 
tablished and has been operating for 25 years. It en. 
compasses nine out of ten employed persons. Small 
contributions paid in the course of an individuals’ work. 
ing life result in a paid-up insurance policy for medical 
benefits. This policy is his, he is not being supported by 
tax funds, nor is he supporting those who do not save 
in this manner. The social security system has thus fa 
proved to be efficiently administered, and preserves the 
independence of the individual. There is uniform appli- 
cation throughout the country, and the specific bene- 
fits outlined preserve freedom of choice. Extension of 
the system to provide for medical care would prove 
fiscally sound over the long run. 

Two major bills have been introduced in the Congress 
incorporating social security appropriations. They both 
have several important objectives in common. They 
emphasize preventive medical care, resulting in earlier 
diagnosis and treatment. Restorative and rehabilitative 
treatment are also stressed, as is the rational use of 
hospital facilities. One of the bills provides for 90 days 
hospitalization, and 180 days of care in a skilled nursing 
home. For each day of hospitalization not used, two 
days are added to the available nursing home total. 

The so-called Kennedy bill would allow those persons 
over 65 who are eligible under social security to also 
receive medical care. The MacNamara bill would in- 
clude retired men 65 and over, and women 62 and over, 
whether eligible under social security or not. 

Such legislation, provides a high level of care. No one 
would be hospitalized unless referred by a physician. 
Nursing homes would come under the supervision of @ 
hospital or physician. Utilization committees in the hos- 
pitals would be instrumental in determining prope! 
and full usage. 

Social security payments by employer and employee 
would be raised one-quarter percent to accommodate 
the new financial load. 

Why is such legislation necessary? Why is the Kert- 
Mills bill not adequate? Primarily because it is nota 
prepayment or insurance system, but depends on get- 
eral revenue and taxation. Administrative costs are 
ceptionally high, and. benfits vary widely among the 
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gates. Thus far, only eight states have bills passed by 
jeir legislatures. In Michigan, implementation of the 
sl has resulted in a program applicable to only 60,000 
i the 600,000 over 65. In Kentucky, the bill provides a 
imbursement of 50 percent to the hospital, and then 
r only three days hospitalization per admission. West 
irginia’s law pays half the hospital cost and three dol- 
lars per doctor’s visit. 

This bill, one of the many in our piecemeal, hap- 
igard efforts toward medical care for the aged, im- 
poses @ tremendous fiscal burden on the states. If all 
dates in the program provide all the benefits, the cost 
for ten million persons would be a minimum of two- 


care. The concept has the support of organized labor, 
and those working toward socialized medicine. 

In the bill introduced by Rep. King of California, 
(HR 4222, social security has been misrepresented as 
insurance. It is not insurance, not a contribution sys- 
tem, but a federal taxing system on a compulsory 
basis. Funds can be used immediately to provide tax 
benefits. The young taxpayer must pay benefits for mil- 
lions of Americans who are already taking care of them- 
selves. It violates the traditional concept of local ad- 
ministration and control. It does not provide public as- 
sistance for the 1,700,000 who are on old age assistance 
but not on social security. 


epaid in. § and-a-half million dollars—Sidney Spector, staff di- Section 1602 of the bill states that the plan shall pro- 
ly sound # rector, Subcommittee on Problems of the Aged and vide services according to an agreement between the 
m to in. § Aging, United States Senate, Washington, D. C. hospital and the federal government. Section 1709 de- 
termines that the amount paid to the provider shall be 
he use of # K-M Bill Preserves Local a reasonable cost—shall the federal government estab- 
well es- Control, Provides Care Needed lish these costs? Section 1603E concerns which | drugs 
s. It en. : : ee ere shall be paid for by the plan; drugs and biologics in- 
is. Small Personal medical renal is the responsibility of the indi- cluded in the U.S. Pharmacopaeia and the National 
ls’ work. vidual. When the family cannot provide, then it is the Formulary. It does not provide for new and non-official 
* medical duty of the community, the county , and the state to step drugs, nor does it provide for compounded drugs. The 
orted by Only when these agencies are not able to provide formulary, though issued yearly, is already 18 months 
not save adequately does welfare become the business of the behind the current drug introductions by the time it is 
thus far federal off the presses. 
rves the # - The American Medical Association advocates admin- Medical care should be made available to all persons 
m. appli- istration of the Kerr-Mills bill at the local level. The irrespective of age. Many take care of themselves, and 
ke ium. bill provides financial aid to those who need it and does a taxation system is unnecessary. The physicians of 
nsion of a ademas federal machine to help those who America believe this approach is sound, right, and just. 
ld prove oat nee at. i —William J. McAuliffe, Jr., attorney, law depart- 
Forty-eight states have taken some action or are de- ment, American Medical Association, Chicago. 
Congress iberating on the Kerr-Mills plan for the medically in- 
hey both “gent. Cycle Menus 
a, tie The concept of the social security plan in regard to Ss 
1 earlier | "dial care is not new. First discussed in 1939, then Selectivity Maintained 
bilitative @ Pesident Franklin D. Roosevelt rejected it as too radi- In Repeat Diet System 
1 use of ‘In 1950, during the presidency of Harry S. Truman, We have used cycle menus at Bethesda Hospital since 
90 days the health insurance program was proposed and was 1958, and both patients and staff seem quite satisfied. { 
| nursing rejected by both House and Senate before it ever ap- We have four quarters of menus, and each quarter is 
sed, two peared on the floor. Renewed efforts have been made repeated three times. Since patients are seldom in the 
al this year to push the social security plan for medical hospital long enough to encounter a repeat, we have 
persons 
to also 
ould in- 
ind over, Medical care tor the aged—should 
it be administered under the social 
. No one security system, or under general § 
hysician. tax legislation such as the Kerr-Mills 
sion of bill? William J. McAuliffe, Jr., (I.) 
attorney, AMA, spoke in favor of 
the hos- the ime. The eon security ap- 
; proper proach was advocated by Sidney 
Spector (r.) staff director, Subcom- 


mployee mittee on Problems of the Aged 

nmodale and Aging, U. S. Senate. Mr. Spec- 
tor is shown discussing the contro- 
versial topic with Samuel H. Our- 

.e Kerr- bacher, AHA Retirement Program, 

is not a Parkersburg, W. Va. (back to cam- 
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little concern in that direction. To accommodate the 
occasional long-term patient, the menu is kept selective. 

Except for clear and full liquid diets, selective menus 
are offered to all patients. Diabetic patients do not mark 
their menus, but are visited daily by the dietitian and 
make their wishes known. 

When a patient has been in the hospital previously, 
he may remember a certain food item and request it. 
We try to make the substitution whenever possible. If a 
patient asks for a recipe, we break it down to family 
size and give it without cost. 

Interestingly, there are some food items that are pop- 
ular with the patients and unpopular with the staff. 
Staff notifies us immediately if there is a particular item 
they don’t like. 

Cycle menus have saved time for us. The amount of 
food varies, but not the method of preparation., Em- 
ployees develop greater skill in food preparation and 
service.—Betty Ligon, director of dietetics, Bethesda 
Hospital, Cincinnati, Ohio. 


Menu System a Time-Saver, 
Eases Purchasing Chores 


Cycle menus were developed because certain foods are 
expected to be served regularly. Certain combinations 
of foods are inevitable. In the final analysis, it is weath- 
er that forces the changes in menu. 

We have five menu series; the winter series, Jan. 
2-Mar. 26; spring series, Mar. 27-June 4; summer se- 
ries, June 5-Sept. 10; fall series, Sept. 11-Nov. 19; and 
the holiday series, Nov. 20-Dec. 31. Except for the holi- 
day series, regular selective and modified diet menus 
are written for half of the series, then repeated once. 

Air Force hospitals receive a subsistence allowance of 
approximately $1.10 per person per day, plus an addi- 
tional three percent for providing nourishments and oth- 
er food items required by patients on modified diets. 
We have a hospital-centered food service, and selec- 
tive menus are offered both on the wards and,in the 
hospital cafeteria. A minimum of 14 menus for each 
day’s operation are used, or a minimum of 98 different 
menus for breakfast, dinner and supper meals each 
week. 

We have found that our cycle menu system has saved 
much time, particularly now that it is in its second year 
of operation. We need only revise and revitalize the 
menu system. We save planning time, typing and du- 
plicating time, and reproducing time. Use of the cycle 
menus has resulted in improved menus and improved 
production efficiency, as well as assuring more accurate 
purchasing procedures.—Maj. Frances M. Ballentine, 


chief dietitian, USAF Hospital, Wright-Patterson AFB, 
Ohio. 


Line and Staff Concept Fosters 

Higher Education, Management Goals 

Thirty percent of today’s hospital dollar, and 57 per- 
cent of hospital employees are charged to the nursing 
department. Most hospital administrators are business 
men; those with medical or nursing backgrounds may 
not agree with my plan, but know something must be 


done to better use the nursing services and to better 
organize the functions and interrelations of nursing ang 
other groups. The system outlined here is feasible; | 
know it works, I’ve used it. 

Starting at the beginning, as though we were buil. 
ing a new institution, the first person the administratg 
would hire is the director of nursing. She in turn wij 
hire an assistant, and both will work as staff assistant 
to the doctors, but the line of command will remain gi. 
rect from the administrator who pays their salaries, 

Every supervisor in our theoretical institution wij 
get an assistant supervisor before she gets a head nurse 
As various wards develop, she will keep her assistant 
and request that head nurses be hired as needs arise 
Keeping the assistant provides for continuity of com. 
munication to and from the director of nursing, and the 
administrator. 

Graduate nurses are working in industry, veterans 
administration, the armed forces, school health, and 
private duty. All require additional study either ip 
special postgraduate schools, or in universities and col- 
leges for baccalaureate or higher degrees. One specialty 
in nursing study is missing, and is universally needed— 
line and staff hospital nursing. This should be as much Jj temont. 
a specialty as any of the other fields. Harold 

First level positions in the line and staff field should §% 
require a baccalaureate degree, and first level should ee 
start with the head nurse position. A separate pay scale fj jo. 4 
should set it apart. A line and staff nurse at the level of § sinistr 
department supervisor should have, or be working for, § sninis 
the master’s degree with a major in the clinical area 
involved, but with enough management in the curricu- J 4 5 
lum to qualify her to administer a department. Com- J (®t! 
paratively few nurses reach for the Ph.D. degree, but J se 
those who would administer nursing service in a large § *0g¢ 
medical center should at least strive for the goal. 4 

Many nurses are attracted away from hospital nurs- § % 1 
ing because they can find greater job satisfaction in § ™ 
other areas. This lack of satisfaction in hospital nursing can | 
can be traced to the weightless position of nursing serv- ‘or tl 
ice, which has two masters—the administrator and the . 
medical staff—plus its own responsibility areas. The ble f 
nurse with ability needs to be free to work coopera- § ™s 
tively with the doctor on professional matters in special I, 
staff areas, yet must be confident that she will have the adm 
tangible support and understanding of the administra- J @ 
tion when a conflict between medical and administrative J “? 
directives arises. nol 

There are several steps that can be taken immedi- § "I 
ately to implement the necessary changes; changes §- 8 
guaranteed to bring nursing service costs down and § "6 
improve nursing service to both doctors and patients § 

1. Separate the school of nursing from the nursing de- tha 


ost-pres 


partment. 

2. Incorporate the line and staff concept of organiza § ™ 
tion for your nursing service into your organizational § 
chart and give your director the authority to establish r 
a 24-hour service. 


3. Establish a training course in management for head # In 
nurses, supervisors, and the director, if she needs it Ih 
Make it known that the next promotion will depen¢ § ™ 
upon the line and staff nurse accepting responsibility. # * 
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ost-president John C. Gettman (I.), administrator, Memorial Hospital, 
fremont, extends gavel and congratulations to new OHA president 
Horold A. Zealley, Administrator, Elyria Memorial Hospital, Elyria, at 
he final business session of the meeting. Other officers elected were 
Sister Eugene Maris, S.C., administrator, Good Samaritan Hospital, 
Cincinnati, president-elect; Edgar O. Mansfield, superintendent, White 
(ross Hospital, Columbus, first vice president; Richard H. Athey, ad- 
ninistrator, Newark Hospital, second vice president. Lee S. Lanpher, 
odministrator, Lutheran Hospital, Cleveland, was re-elected treasurer. 


4 Establish a separate pay scale for nurses who ac- 
ept line and staff responsibility, high enough to attract 
aurses who can and will accept the educational chal- 
lenge, 

3. Establish a liaison committee between the director 
{nursing and the chief of the medical staff, so that 
complaints of a professional nature arising at any level 
vn be taken up at a professional meeting and resolved 
‘or the best interests of patients. 

6. Hold the director of nursing personally responsi- 
tle for communication of all directives to line and staff 
iurses around the clock. 

1.Don’t be afraid to give your line and staff nurses an 
administrative assistant in addition to the nurse assist- 
ant, but let there be no question that the head nurse or 
‘upervisor or director of nurses is the person you are 
tolding responsible for the service to doctors and care 
of patients, 

8. Support the expansion of collegiate schools of nurs- 
ing, with the understanding that management skills be 
neorporated into the basic curricula of those schools 
that would prepare line and staff first level specialists 
‘or hospital nursing—Maj. Edith Aynes (Ret.), De- 
wartment of Professional Education, National Founda- 
tion, New York. 


hos and Cons of Contracts— 
hitial Savings, Possible Overcharge 


In Presenting the pros and cons of contract buying, let 
ne first make sure that we are all considering the same 
Tansaction. My own understanding of contract buying 
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is the negotiation, by a buyer, of a price that will ex- 
tend throughout a period of time on a specified pro- 
duct. It entails a commitment by the buyer to purchase, 
at the negotiated price, a specified quantity of this prod- 
uct within an agreed period of time. For example, you 
might ask hospital supply sales representatives to give 
you a “contract price” on a quantity of surgical gloves 
you estimate you will need during an ensuing twelve 
month period. One vendor’s product quality, service fa- 
cilities, and price being favorable, you would then is- 
sue a purchase order authorizing that vendor to ship 
and invoice to your hospital, in one or more incre- 
ments, that quantity of surgical gloves at that price, 
during that period. 

Contract buying, from the hospital’s viewpoint, has 
some advantages. If the hospital is big enough to con- 
tract for a large volume of a given item, it can most 
times get quotations somewhat under prevailing market 
prices. During times of shortage, it should get, and usu- 
ally does, some preference on availability. 

If the hospital contracts for a sizeable quantity of a 
given item within a time period, the supplier is en- 
couraged to carry better than normal stocks to be cer- 
tain that he can fulfill his own delivery commitments. 
This tends to provide the hospital with routinely ade- 
quate delivery service and consistently minimum in- 
ventories of its own. 

The use of the contract system can cut down actual 
purchasing time involved and reduce related clerical 
work. This purchasing method also helps administration 
compile more dependable operating forecasts. 

Again from the hospital’s viewpoint, contract buying 
has certain disadvantages. The hospital supply field is 
constantly and consistently competitive. When a contract 
agreement stipulates—as it usually does—that a vendor 
will guarantee a price for a period of months to come, 
he must “hedge” on the price. Seldom can a vendor get 
a term-price protection from a manufacturer because 
the manufacturer seldom knows what cost and market 
conditions will exist even a few weeks hence. And there 
sits the dealer in the middle considering the same fac- 
tors for a period of months to come. And so—a hedge— 
an experienced estimate of how much and what price 
increases will be forthcoming. The “safety margin,” is 
then added to the lowest possible current selling price. 

If no cost increase comes, the dealer finds himself 
charging his customer more than if the hospital were a 
continuing, regular customer for that same item. 

Still on this matter of lower product cost, there are 
situations where another dealer representative shows 
up in your office with a better deal—just after you’ve 
signed a contract. Or where the manufacturer of a com- 
peting product finds a new and exclusive means to man- 
ufacture and sell his product at a new low price below 
that for which you are committed for months to come. 

A firm commitment to purchase a- predetermined 
quantity can really become embarrassing to a purchas- 
ing agent and expensive to a hospital, when the in- 
troduction of new and improved products occurs short- 
ly after you have made a contract commitment.—Ly- 
man McKean, vice president, American Hospital Supply 
Co., Columbus (Ohio) Div. 
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Are Unions the Answer 


to Collective Bargainingy | 


One of society’s most important groups is the profes- 
sional nurse. And yet, despite the lip service given 


By Leonard Berlow, M.H.A. 


clared public policy of the United States to encourag 
the practice and procedure of collective bargaining’ 


from 
to its value, this group is, economically speaking, among Collective bargaining is not unionism. But union §f tions! 
today’s forgotten people. Caught in a fixed salary-in- have been eagerly eyeing the hospital industry—ready. ff jo sell 
flationary price squeeze, America’s nurses are sharing willing, and able to represent any group which desire: ff ployes 
neither the high profits of business nor the bargaining their assistance. tial nt 
power of organized labor. As a result, not only are Hospitals are this nation’s fourth leading industry § ‘2. 
nurses leaving this profession for greater economic and are one of the larger employers of labor. Accord- § condi 
rewards, but in addition the field is unattractive for ing to the American Hospital Association’s latest figure; § “3. 
young people deciding on their future. The image of there are 6,845 hospitals in the United States. Thes ff sure 
nursing suffers when janitors and unskilled laborers hospitals employ 307,917 nurses, of whom approximate- § and t 
earn more than they can. ly 10,000 are union members. With a pattern already fj basis 

Actually, there is little evidence that nurses want established by unionization of employees in industy.§ “If 
to be represented by unions. More than likely this is it is natural that hospital employees are at least curious ff not 2 
the result of their professional identification. At the about the effects of unions on them. that 
same time, it is quite evident that collective bargaining A great deal of anxiety and apprehension is displayed §] of pc 
is a fact of life, and as its importance grows nurses by hospital boards of trustees, administrators, and pe- § bluff 
will turn to someone for encouragement and guidance. tients as well, that nurses may turn to unions to rep-§ In 
If nursing associations do not fill the bill, there is little resent them in their collective-bargaining efforts. These J pam 
question that unions, which are experienced collective fears are borne out to a degree. According to R. L § for. 
bargainers, will soon effectively organize nurses through Johnson, assistant director and secretary of the AHA’ § tanc 
out the country. Council on Administrative Practice, in 1959 there were § nur 

214 drives for recognition of employee organizations § Sec 
WHY COLLECTIVE BARGAINING? in hospitals—138 drives by labor unions, and 76 yf‘ 

Lest the administrator shy away right here at that nursing associations. 
term “collective bargaining,” let him be reminded that Over the past 50 years unions have gained strength f bet 
he is involved in collective bargaining daily when he and stature, and have become effective collective bar- § ‘ici 
plans personnel policies or discusses wages, hours, griev- gainers in practically every field of our economy. Unions 
ances, and similar hospital programs with other em- advance many convincing arguments that they have J ing 
ployees. As S. H. Slichter explains it, “Collective bar- an important function to perform. In particular, union J nw 
gaining is a process and a technic whereby employees leaders say that cooperative spirit increases when labo J ho 
participate as a group or bargaining unit in determin- is given a more important role in the hospital and that J co 
ing jointly, with employers, the conditions of the em- as a result, the community places responsibility © § st 
ployment relationship. This means much more than both management and labor to provide high-quality | 
just negotiating salary terms and hours of work. Col- service. m 
lective bargaining is also a continuous process where- Hospital trustees and administrators, not convince’ # m 
by the countless day-to-day problems of working re- of this prefer not to deal with their employees throug T 
lationships can be handled in an orderly and democrat- unions. As R. F. Farwell put it in “A Hospital's Side J p 
ic manner.”! of a Hospital Strike,” “My advice to administrators . 

In addition, for those who vaguely feel there is who may be facing union organization drives (a § PD 
something un-American about collective bargaining, the certainly they are going to be facing them in any com § \ 
Taft-Hartley Act specifically states: “It is ... the de- munity where labor has a foothold) would be: b 
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Nurses? 


“| Make sure that your own position is defensible 
fom the standpoint of the wages and working condi- 
tions for hospital employees. If the unions have nothing 
to sell in the way of real improvement for your em- 
ployees, they will not be able to recruit any substan- 
tialnumber of members. . . . 

“2. Keep the public informed of the good working 
wnditions that do prevail in the hospitals. 

‘3. In a community with two or more hospitals make 
sure that you and your colleagues have close rapport 
and that you are prepared to act on a joint or a group 
tasis in the case of any threats. 

‘If administrators will keep these facts in mind, will 
not allow themselves to intimidated, and will remember 
that in general the union tactics are to play a game 
of poker, the administrators will not let themselves be 
bluffed, and will come out all right.” 

In contrast, the American Nurses’ Association, in its 
pamphlet Economically Speaking, has left little room 
for conjecture regarding its feelings about the impor- 
tance of collective bargaining. In strongly urging state 
hurses’ associations to push for the ANA Economic 
Security Program, the pamphlet stresses: 

“Each nurse has a responsibility— 

‘To patient care: a secure nurse gives her patients 
better care. Good working conditions mean greater ef- 
ficiency. 

. ‘To her profession: higher salaries and better work- 
ng conditions will attract more men and women to 
iursing, hold graduates in nursing, reduce turnover in 
hospitals and agencies. A fair return for the nurse’s 
contribution to her community elevates professional 
Status, 

‘To herself: to use her right to a voice in deter- 
mining employment conditions. To maintain health, 
morale, and efficiency, and improve living standards. 
To secure a salary commensurate with education, ex- 
Perience, and responsibility. 

Here’s the theory: . . . for nurses, as well'as other 
Professional persons, there is security in numbers. 
Working together, nurses can gain recognition and 

nefits they could not achieve alone.” 
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Why has collective bargaining become such an im- 
portant issue during the last decade? Some authori- 
ties associate it with the changing role in which hos- 
pitals now find themselves: “In earlier periods, hospi- 
tals were given special treatment in the statutes that 
controlled industry and business. . . . In most instances, 
hospitals were exempted from coverage by the laws 
[the Taft-Hartley and the Labor-Management Report- 
ing and Disclosure Acts], or they did not come within 
the meaning and intent of the statutes. At present the 
status or coverage of hospitals is undergoing some 
modifications. The present trend is to treat them more 
like businesses or industries as far as the laws are 
concerned.””* 

Legislation involving hospitals has proven to be con- 
troversial, but it is quite evident that collective bar- 
gaining, with or without unions, is not prohibited. The 
Taft-Hartley Act excludes as an employer a corporation 
or association which operates a hospital where no part 
of the net earnings goes to the benefit of any private 
stockholder or individual. It should be noted that this 
law does not forbid unionizing; it merely exempts 
these hospitals from protection under this law. 

On the other hand, the definition of an employer 
does not exempt charitable hospitals under section 3 
(e) of the Labor-Management Reporting and Disclo- 
sure Act, 1959; although hospital-employee relations 
are as yet untested under this act. 

Needless to say, the union movement among nurses 
has not only had its organizational problems from 
without, but nurses themselves have been somewhat 
reluctant to join. This may stem from several factors. 
For instance, “there seems to be a lingering tendency 
among nurses to regard uneasily, as somehow unethi- 
cal, any forthright demands for such things as higher 
salaries, more satisfactory working conditions, and im- 
proved personal status in working relationships.”* And: 
“the preponderant view today is that unionism is not 
incompatible with professional ethics. Many profession- 
al persons, however, who share this position would 
themselves be reluctant to join a union.”® 

Perhaps one of the greatest deterrents to unioniza- 
tion is the unfavorable and sometimes erroneous pub- 
licity picturing a nurse on strike outside the hospital 
while patients inside are calling out in their dying 
moments for assistance and comfort. There is little 
evidence this would ever be the case. For instance, 
“The fact is that 90 percent of all contracts existing 
today in the field of employer-employee relations are 
enforced not through strikes but through enforcement 
provisions which are called ‘grievance clauses’ and 
which result in arbitration of unsettled issues. 

“The California State Nurses’ Association holds col- 
lective-bargaining agreements with many hospitals. 
Some of these contracts have been in existence four 
or five years. The CSNA contracts all provide for em- 
ployee-management grievance procedure and for ter- 
minate arbitration of any complaints or grievances 
submitted by either party. 

“To date, all CSNA-hospital contracts have been en- 
forced. No strike has ever been used to insure enforce- 
ment. And it has not been necessary for CSNA to in- 
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dulge in the wishful thinking that public opinion will 
be on its side.’””® 

Public relations is undoubtedly a great deterrent to 
large-scale unionization by nurses. A few years ago a 
situation arose in North Carolina where nurses became 
involved in a threatened hospital walkout. An over- 
zealous newspaper editor quickly warped the situation 
with a headline stating: “NURSES WILL STRIKE IF DE- 
MANDS ARE NOT MET!” This did not actually express the 
nurses’ sentiments, and created a poor community. re- 
lationship. 

Of course, in a few instances professional nurses have 
gone out on strike. The reasons given for these strikes 
involved the alleged uncompromising attitude of man- 
agement regarding inadequate personnel administra- 
tion; poor policies on security, status, and recognition; 
and the feeling of nurses that their professional future 
was uncertain. 

However, some years ago the ANA formally adopted 
a no-strike policy, which reads as follows: 

“In recognition of the fact that the nursing profes- 
sion and employers of nurses share responsibility for 
provision of adequate nursing service to the public, 
the ANA ... (1) reaffirms professional nurses’ volun- 
tary relinquishment of the exercise of the right to 
strike and of the use of any other measures wherever 
they may be inconsistent with the professional nurse’s 
responsibilities to patients; and (2) reaffirms its con- 
viction that this voluntary relinquishment of measures 
ordinarily available to employees in their efforts to 
improve working conditions imposes on employers an 
increased obligation to recognize and deal justly with 


nurses ... in all matters affecting their employment 
conditions.”? 


THE EFFECTS OF UNIONS ON HOSPITAL OPERATION 
The Union Employee Side 


“Union participation in establishing policy is not a 
new limit upon management’s powers. Managers par- 


“Must be another one of those ‘get well quick’ cards from his boss.” 


ticipate in joint decision making with workers and wij 
work groups all the time, even in the absence of, 
union. Unless there is a supervisor for every cleanin, 
woman, the housekeepers will help decide how quick) 
corridors and wards are scrubbed. The ele\ ator oper,. 
tors, not doctors or nurses or personnel adininistrator: 
determine the speed and dispatch with which patien 
are moved from floor to floor. The employees in the 
kitchen help determine how hot food is when it ». 
rives at the bedside. A hospital administrator, like }j 
industrial counterpart, determines pace and quality anj 
efficiency of work only within limits—and only wit 
the approval and cooperation of the workers.”* 

Union officials deny they have any thought of takin; 
over the operation of hospitals. Their wish, they say 
is to make hospitals better places for nurses to work 
and to improve nurses’ status within the medical facili. 
ty. They feel that union members are better employees 
since a secure feeling goes along with better workin; 
conditions and a secure employee is a better worke: 

It is obvious, then, that one of the main selling point 
of unions is to improve wages and hours for its men- 
bers. (Senator Hubert Humphrey, D.-Minn., once toi 
a nursing convention, “I can’t hire a file clerk in Was. 
ington for the salary of the professional nurse—ani 
there is no one to blame but yourself.”) The Rev. Joseph 
D. Munier, in discussing nurses’ attitudes about wage 
said: “Experience shows that anyone who works for « 
living simply cannot trust his welfare and security t 
the current benevolence of an individual employe 
Experience also shows that even the best of intentions 

. are rarely realized without the strong encourage- 
ment of organized group demands. There is no assur- 
ance that administrators will always be aware of the 
rightful and just needs of their personnel, or be disposed 
to grant them.’ 

A living wage is a matter of social justice based o 
man’s inherent right and obligation to earn enough ti 
take care of his necessities of life. When hospitals hire 
nurses they are in business; and the first charge against 
any business is a living wage. Hospitals are obligated 
to their nurses for this. : 

In spite of nurses’ lack of enthusiasm for collective 
bargaining in the past, the tide seems now to have 
changed. Witness the 1960 ANA resolution on economic 
security: 

“Resolved . . . to undertake and provide funds for @ 
strong public information campaign for the Economic 
Security Program stressing the shortage of nurses, low 
salaries, and unsatisfactory employment policies as con 
tributory factors; making use of the major communice- 
tion media, including television and radio networs 
programming, wire service, and syndicated newspape! 
coverage.” 

And: “Resolved ... ANA shall endeavor to obtain 
support and cooperation from other national associé 
tions and individuals including leaders in health, wel- 
fare, education, business, industry, and government for 
the development of the Economic Security Pro 


This is a radical departure for nurses who have © 
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jong held that unions and collective bargaining were 
unprofessional. 

In striving toward a goal of fair standards which 
would be consistent with the American way of life, 
the ANA encourages nurses throughout the nation to 
push for specific improvement in working conditions: 
“Continue to promote desirable local legislation, in- 
duding those labor measures which will benefit nurses. 
Assist nurses to improve their working conditions 
through strengthening econcmic security programs, us- 
ing group technics suci collective bargaining.” — 
1960-62 ANA platform policies. 


The Trustee/Administrator Side 

“To the employer, the Economic Security Program is 
a declaration by nurses of their right to try to equal- 
ize the value of the services they offer with the material 
rewards they receive for them; it is a declaration of 
the nurses’ preference for self-determination over the 
long-accepted, often comfortable, but subjugating at- 
mosphere of paternalism. And, when the program di- 
rectly touches this employer, it means to him, if not 
an anticipated increase in costs, at least a threat to his 
authority and the nuisance of having to account for his 
decisions.” 

There is no doubt that the hospital administrator 
faced with collective bargaining has an additional con- 
sideration in his mind: “No one who knows anything 
about industrial relations can have any illusions that 
collective bargaining has not had or will not have a 
decided effect upon managerial activities . 
check-rein upon management freedom.”!! 

One of the greatest threats to management is the 
fear of strikes. The administrator visualizes the union 
threatening to pull out the workers if demands are 
not met; and, having no choice, management has to give 
in to the demands. In reality, however, this fear has 
not been borne out by past experience; in fact, contracts 
usually specifically prohibit the strike as a bargaining 
method since it is elementary that the endangering 
of life cannot be tolerated. 

Another basic argument of hospital authorities is that 
the non-profit hospital is not a commercial enterprise. 
Since there are no profits over which to bargain, col- 
lective bargaining could only be at the expense of the 
patient. And management, by its position of giving low 
wages, is “protecting” patients in non-profit hospitals 
who would have to pay higher rates if salaries were 
increased. 

One answer to this came from Rev. Munier, who 
looked at it from a religious angle and said, “One of 
the common protests from hospital administrators is 
this: ‘We are running a charitable, non-profit institu- 
tion not a regular business, and thus we should be 
exempt from the normal requirements of social justice.’ 
When this objection is from a Catholic source, the first 
answer is found in a direct quotation from the official 
Canon Law of the Catholic Church ... Canon 1524 
teads: all, and especially priests and religious adminis- 
trators of ecclesiastical goods, should give to their 
employees a fair and just wage; certainly there is no 
exemption in this Canon for charitable institutions; in 
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fact, the word ‘especially’ points directly at our. . 
gious administrators.”!* 

Other arguments from management include the con- 
tention that dealing with unions is an added expense, 
since it is felt that specialized lawyers well versed in 
labor relations are required to protect management in 
collective-bargaining agreements; the objection of ad- 
ministrators that employees are apt to take their ques- 
tions, personal matters, and grievances directly to un- 
ion representatives; the fear that the union would re- 
quire the hospital to hire extra employees due to 
featherbedding; and the possibility that certain jobs may 
be upgraded and therefore demand higher wages. In 
addition, it is claimed that valuable employees may 
be lost to the hospital by being “poor” union mem- 
bers—one who has not paid his dues might be an 
example. 


. reli- 


WHAT IS THE ANSWER? 


Dissatisfaction with working conditions—and not the 
question of wages alone—has been the stimulus for 
growing unionism. When hospitals take a liberal, real- 
istic view of the nursing situation, and then really do 
something about it, the appeal of unionization is dim- 
inished considerably. And yet, instead of aggressive 
action, management often holds back on any action. 
In the experience of one man: 

“Employers will use as many reasons as they can 
find or may devise to refuse to discuss your problems 
with you. They will tell you they don’t want to meet 
with you because if they do they will have to meet 
with other groups not as responsible. They will tell 
you they cannot discuss your working conditions be- 
cause they, like you, have an obligation to patients 
which must not be interferred with (although how 
decent wages and proper working hours interfere with 
patients I have not been able to understand). 

“They will tell you that you are throwing away your 
professional standing, that you are beginning to act 
like union people and that this will destroy your de- 
cency and ability to do the job that you are trained 
to do. They will tell you that collective bargaining must 
lead to strike action and they do not dare have collec- 
tive agreements with you. 

“The things they will tell you all add up to a single 
answer—they do not want to sit down and discuss the 
facts of life!”’'* 

Is hospital management so archaic that it actually 
causes labor discontent and leads to demands for col- 
lective bargaining? Rev. Munier makes his feelings 
clear: “The basic idea of our capitalistic wage system, 
its motivating principle and spirit is this: keep produc- 
tion costs down and maximize profits. Even in many 
non-profit institutions that spirit prevails. When this 
wage system is completely uncontrolled ... then the 
effect of the system is economic insecurity for those on 
the payroll. . . . The conditions of pay are almost en- 
tirely subject to the arbitrary will of the employer. 
The life, health, and morals of the employees are en- 
dangered by physically and morally unhealthy condi- 
tions of work. Moreover, the unwise, one-sided deci- 
sions on prices, wages and profits result in periodic 
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economic crises and depressions which sweep away 
the all-important security of continued empleyment for 
millions of employees. 

“Fortunately, in recent years some elements of con- 
trol have been used to offset the bad effects of our 
wage system. These elements are social legislation, 
collective bargaining, and even, in a few cases, the 
application of religious principles.”'* 

From the literature available on this subject, it ap- 
pears that wherever collective bargaining has taken 
place, hospitals have—in spite of their misgivings— 
survived. Generally, in fact, more hospitals are making 
more profit than ever before. Whatever the reason for 
this, it is happening with increased operational costs, 
including higher wages for nurses. 

It is true that patients’ bills are somewhat higher, 
and undoubtedly they are forced to absorb these in- 
creases. However, with a large percentage of all Ameri- 
cans covered by hospitalization, either through insur- 
ance plans or government means, the increased cost 
of hospitalization is not felt by the individual as much, 
‘perhaps, as hospital management professes. Actually, 
hospitalization-plan premiums have risen to meet high- 
er costs—and, as with other installment-plan payments, 
it’s less painful than paying the total bill at once. 

Whenever collective bargaining by nurses has taken 
place, results have been gratifying for the employees. 
The ANA proudly states its collective bargaining ac- 
complishinents in Economically Speaking: 

* Since the ANA resolution in 1946 endorsing the 
40-hour week for nurses, the average hospital work 
week in the U.S. has been shortened from 48 to 41 
hours, and in most hospitals the 40-hour week has 
been adopted. 

* Since 1951, professional liability insurance has been 
available to all ANA members. 

* Forty-four state nurses’ associations have adopted 
an economic security program. 


“No wonder the pharmacist couldn't make out this Prescription | 
gave you—it's my wife's grocery list." 
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* In seven states negotiations have resulted in signed 
contracts and many of the other state nurses’ associa. 
tions have effectively assisted nurses on problems 9 
economic security. 

* In areas where collective bargaining has become 
an established procedure, salaries have increased sub. 
stantially—as much as 85 percent since 1946. 

* Federal legislation, supported by ANA, has brought 
about social security benefits for most nurses, income. 
tax deduction for care of dependents, commission status 
for men nurses in the nurse corps, and higher ranks fo; 
army and navy nurses. 

And for general-duty nurses— 

* According to ANA’s salary survey, in 1946 only 34 
percent received premium pay for evening duty. By 
1956, 63 percent were receiving shift differentials—ay 
increase of 84 percent. 

* In 1946, only 33 percent were paid cash for over- 
time. By 1956, 53 percent received overtime paid in 
cash—an increase of 59 percent. 

¢ In 1946, only 51 percent were receiving their entire 
salaries in cash. By 1956, 95 percent were being paid 
entirely in cash rather than partly in maintenance. 

* Automatic salary increases were in effect for just 
58 percent of general-duty nurses in 1946. By 1956, 
74 percent were receiving them. 

H. R. Northrup realistically summed up collective 
bargaining by nurses when he stated: 

“Many factors lie at the root of this problem, but 
surely one of the most important has been the failure 
of professional groups to press effectively for their 
just share of the national product. In any society, 
however realistic its philosophy, competition always 
exists among individuals and groups who are striving 
to improve their economic positions. The individual, or 
group, who fails to press for his rights gets left behind 
American professional individuals, except perhaps for 
doctors and lawyers whose associations are strong and 
active, have ignored these realities. Post-war inflation 
has, fortunately, resulted in a general awakening. If 
the awakening is a permanent phenomenon, it promises 
to be among the more significant developments of the 
decade.”!® 
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Community Planning 


For Hospitals 


By Sigmund L. Friedman, M.D.* 


In 1924, E. H. Lewinski-Corwin pointed out that “the 
ievelopment of hospitals in New York City has not 
proceeded along the lines of a clearly defined and con- 
siously directed community. . . . As a result, we have 
at the present time a large and heterogeneous accumu- 
lation of hospital services more or less suited to the 
neds of the community. ...” He also stressed the 
need for “a competent directive or at least advisory 
body to mold and supervise future development.” 

In 1934, the president of the United Hospital Fund 
(New York City), in a letter to the president of the 
Carnegie Corporation, described the serious financial 
plight of New York’s hospitals and asked the following 
questions: “Perhaps we could do without certain hospi- 
tas—but which ones? Should the hospital in the poor 
neighborhood, where its services are most needed, be 
allowed to close for lack of support? Should certain 
hospitals combine? Should the hospitals with old build- 
ings be urged to close? Do we need more medical cen- 
ters, or should we urge the development of neighbor- 
hood hospitals? . . . The point which all of these ques- 
tions raise is that we have no hospital plan for the 
community.” 

This letter portrayed the conditions that led to the 
most comprehensive survey yet undertaken of hospi- 
als in New York City, and to the subsequent founding 
of the Hospital Council of Greater New York. “The 
Hospital Survey for New York” was published in 1937, 
and the Hospital Council came into being in 1938. The 
survey devoted a great deal of space to the questions 
raised in the above letter: The Hospital Council is 
still concerned with them, though its activities include 
coordinating and improving the health services of the 
tity and planning the development of these services 
i relation to community needs. Its recommendations 
‘ary no sanctions and are not supported by legal 
authority, yet the council has substantially influenced 
the planning of hospital facilities in the city. 


af consultant. Hospital Council of Greater New York; profession- 
rer, School of Architecture, Pratt Institute. 
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Since 1938, interest in hospital planning by the com- 
munity has grown, stimulated by the Hospital Survey 
and Construction (Hill-Burton) Act, which requires 
planning as a prerequisite to the distribution of funds. 
But the Hill-Burton Act by itself does not account. for 
the tremendous upsurge of interest within the past few 
years—an interest that has been evidenced in many 
ways. There is an increasing volume of literature on 
both the fundamentals and details of planning. Confer- 
ences devoted solely to planning have been held in 
several parts of the country, and planning sessions ap- 
pear regularly on the programs of hospital associations. 
Small as well as large communities have conducted 
fact-finding surveys and are using them as guides. Hos- 
pital planning agencies have been established in some 
of the large metropolitan communities; in others, plan- 
ning functions have been assigned to existing agencies. 

The effectiveness of these community agencies is de- 
pendent on the soundness of their judgments and the 
confidence given them by their communities. Since 
these agencies have had no legal authority, hospitals 
have been built and expanded even when not in the 
community’s interest. Moreover, it is difficult—and fre- 
quently impossible—to apply the negative sanction of 
refusal of Hill-Burton funds for construction that does 
not fit into the community’s master plan, since hospital 
construction occurs outside the Hill-Burton framework. 

Attention has therefore turned to possible methods of 
influencing hospital construction more effectively than 
in the past. One such recommendation was outlined in 
the 1960 report to the state of New York by the Colum- 
bia University School of Public Health and Adminis- 
trative Medicine. 

The report recommended that “since there is an evi- 
dent need for continuous community and state action 
to deal with problems such as hospital costs, utilization 
... promotion of standards and community planning 
for health services (including decisions as to the need 
for construction of facilities), it is recommended that: 

(a) a Hospital Review and Planning Commission at the 
state level should be established.” and (b) Regional 
Hospital Review and Planning Councils should be es- 
tablished.” 

The functions of the regional councils would include 
the planning of a “system of hospital care, nursing-home 
care and related services for the community which will 
meet local objectives and standards and those estab- 
lished by the [state] Hospital Review and Planning 
Commission;” and certification to the commission “that 
specific proposals for hospital construction or renovation, 
expansion of bed capacity and/or services meet the cri- 
teria of a regional master plan. . . . No construction or 
expansion should be licensed or financed without such 
approval.” 

Why is community planning for hospital care regard- 
ed as necessary ? 

Inadequate or improper planning has resulted in too 
many beds in one area and too few in others; in empty 
beds reserved for some diseases and not enough beds 
for others; in desperate shortages of such facilities 
as those for long-term and psychiatric patients; in 
waste of scarce personnel; in unnecessary duplication of 
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expensive facilities and equipment; and in improper 
utilization of many existing “general-care” beds. The 
Columbia report pointed out that many of the hospitals 
built during the past 20 years in the borough of Queens 
in New York City have been proprietary, and were 
“financed by private capital with the full knowledge 
that Blue Cross would pay them costs plus 5 percent 
for all Blue Cross patients they accepted. Since Blue 
Cross covers a majority of the population in the metro- 
politan area, it can be seen that Blue Cross was the 
real financing agency for building some hospitals which 
do not conform to an accepted standard of operation.” 

The report went on to note that “poor planning by a 
hospital board of trustees results in the costs of their 
mistakes being distributed directly to the community 
in the form of higher charges for private patients and 
higher premiums for all Blue Cross subscribers.” 

Although much of the discussion about the results 
of poor planning deals with the economic costs to the 
community, it must not be forgotten that such planning 
also results in services and facilities that do not meet 
the needs of patients. R. E. Brown has pointed out that, 
as a result of poor planning, “the long-term patient in 
too many instances remains hidden in obsolescent dwell- 
ings improperly called nursing homes and, except for 
the free patient, the ambulatory patient is largely forced 
into a hospital bed in order to have access to the con- 
gregated medical facilities of his community.” He went 
on to say: “Proper hospital planning dictates that the 
general hospital be available to every member of the 
community whose medical condition requires the use of 
the resources provided in the community’s hospital.” 

This does not mean that every hospital in a multi- 
hospital area must have every possible hospital serv- 
ice, nor even that any one institution is to be held re- 
sponsible for all services: some services can be en- 
trusted to other institutions. Rather, it means in Ror- 
em’s words, that “a hospital may serve the public best 
by supplementing rather than duplicating the program 
of another institution.” 

What is the goal of community planning? 

Shakeshaft, in an address before the American Asso- 
ciation for Hospital Planning in 1960, said that the 
goal is the provision of hospital and medical facilities 
that are: (1) modern both structurally and medically; 
(2) commensurate with anticipated needs; and (3) 
planned as a coordinated system, with preservation of 
the tradion of voluntary sponsorship. 

But anticipated needs cannot be estimated without 
a detailed knowledge of the demographic structure of 
the community. A demographic inventory, therefore, 
becomes the initial step in planning. Such an inventory 
should, for example, show the present structure of the 
population in terms of age distribution, race, income, 
and employment. Moreover, it should be projected to 
show the structure expected in one and two decades. 

A demographic inventory, however, will be of little 
use until the data have been interpreted in terms of 
“need” and “anticipated needs.’ What is meant by 
“need?” “Need” is a medical concept: it has been de- 
fined as that level of service that is required for good 
health care. 
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Will “need” change in the near future? If $0, hoy 
soon and for what services? To answer these question; 
we should try to anticipate the next major break. 
through in medicine that will have a significant impaci 
on hospital facilities. There have been several such 
break-throughs in the past 20 years: antibiotics, ans. 
coagulants, chemotherapy for tuberculosis, drugs {i 
emotional disturbances, as well as the re-appearanee y 
early ambulation and the “therapeutic community.” By 
what will be the next ones? 

Hospitals, however, are not built solely in response t) 
“need”; they are also built in response to “effectiy, 
demand.” “Effective demand,” which is largely an e¢9. 
nomic concept, has been defined as that amount of sery- 
ice a population is willing and able to buy and pay fo) 
Demand is a result of need influenced or modified 
by many other factors. And future demand must bk 
estimated in planning. What changes will there be in 
demand? What, for example, will be the effect on hos. 
pital inpatient care and ancillary facilities of the 
changes in medical practice that can be expected to re- 
sult from broadened health-insurance benefits? 

The problems of “need” are both quantitative and 
qualitative: how much medical care does a given popu- 
lation require? How many hospital beds are needed’ 
How are these needs being measured? What is meant 
by “quality of medical care?” What methods of assess- 
ing it are currently in use? 

The literature on these problems will be discussed in 
July’s Topics. 
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TOPICS 


Yedstore Plans, Inc., the non-profit, labor-sponsored 
slot project designed to bring lower costs for prescrip- 
jon and other drugs to union members in New York 
City, reported recently that it was proceeding steadily 
ward its objectives despite expressed opposition from 
tail druggists in the community. The opposition, Med- 
gore contends, is totally unjustified. 

“We have no intention of competing with existing 
jnugstores,” a Medstore spokesman explained. “At best, 
ye can only hope to serve 1 to 1% percent of the retail 
jrug consumers in this area. This will leave the present 
ij percent of discount, cut-rate drugstores and the 85 
yrcent of regular-price drugstores virtually unaffected. 
What we are primarily after is the establishment of a 
pilot project in the field of low-cost drug retailing to 


Medstore Inc. 


locals to the point where total membership represented 
has increased from 350,000 to 500,000. Incorporated un- 
der state law, the enterprise is to be financed by pay- 
ments from the cooperating unions of $1 for each indi- 
vidual member. 

Information previously released has mentioned that 
George Baehr, M.D., former HIP president, would, in 
the role of consultant, help set up a Bureau of Standards 
and Controls to screen the quality and cost of drugs 
to be sold through the stores. Dr. Baehr also would 
make HIP statistical facilities available to Medstore for 
a broad study of drug costs. That study is to draw on 
Medstore’s experience in family use of prescription 
drugs and form the actuarial basis for the possible crea- 
tion of a prepaid drug-insurance program. 


Union Drug Plan Raises Controversy 


our union members which can provide us with practical, 
realistic experience in the ultimate establishment of a 
drug-cost prepayment mechanism.” 

Typical of the opposition Medstore is facing is the 
nearly full-page ad appearing in the February 8 New 
York Times. Addressed to Mayor Wagner, the ad insists 
that Medstore will force hundreds of local pharmacies 
to close their doors and throw hundreds of employees 
out of work. Furthermore, the ad goes on, neither could 
Medstore produce any substantial savings for members 
of the sponsoring unions, nor would it provide the vari- 
ety of services which neighborhood pharmacies offer. 

Sponsored by the “Emergency Committee for Phar- 
macy and Public Health” (composed of several pharma- 
ceutical and druggists’ associations, and one union local 
—#1199, drug and hospital employees’ union, AFL- 
CIO), the ad continues with a discussion of four pro- 
posals—the general purpose of which is to render Med- 
store unnecessary—that the unions and the Health 
Insurance Plan of Greater New York (which the ad 
claims originated the Medstore idea and sold it to the 
unions) rejected. 

The original announcement of Medstore’s plans late 
last October described the undertaking as one spon- 
sored by 13 labor unions aiming to sell drugs to mem- 
bers and their families at prices an estimated 30 percent 
below retail levels. Six stores were planned (the initial 
one in Manhattan, with five additional outlets scheduled 
later for other New York City boroughs and Long Is- 
land). It was anticipated that the first union pharmacy 
would open its doors “shortly after the first of the year,” 
but this target date has been moved back to sometime 
around this spring. 

Meanwhile, the original 13 unions which formed Med- 
store Plan, Inc., a wholly-owned organization, have 
Since been reinforced by several additional unions and 
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Medstore plans to operate on a fairly limited scale, 
avoiding the omnibus character typical of many existing 
drugstore operations (although, in additional to pre- 
scription filling, it was anticipated that a limited num- 
ber of over-the-counter drug items, such as aspirin, 
mouth washes and ointments, would be sold). By using 
methods such as mass purchasing, efficient and economi- 
cal methods of packaging and dispensing, and elimina- 
tion of duplication by keeping inventories to a minimum, 
Medstore hopes to be able to cut costs. 

Paul Hall, president of the Seafarer’s International 
Union, and acting chairman of the Medstore board of 
directors, has emphasized since last fall that Medstore 
has no intention of attempting to put the neighborhood 
drugstores out of business. He estimated that the Med- 
store establishment would do $3 million worth of busi- 
ness annually. This, he said, represents only 1 percent of 
the $248 million annual business done by drugstores 
now serving New Yorkers. 

Further opposition to the plan was expressed by 
Benjamin L. Gudes, executive secretary of the New 
York Retail Druggists’ Association and one of the 
groups sponsoring the N. Y. Times ad. Mr. Gudes, whose 
organization represents the city’s 3,400 retail druggists, 
was quoted as saying that “the matter of drug costs is 
too important to be handled in such a piecemeal way.” 
He said the Medstore plan was unsound and dangerous 
to public health, that union-run stores could not cut 
prices without being subsidized, and that inferior drugs 
might be dispensed. 

Mr. Gudes declared his group wanted Mayor Wagner 
to call a meeting of representatives of labor, consumers, 
medicine, and pharmacists to study the problem. His 
group then would back a broad prepayment drug-insur- 
ance plan if it were thought to be necessary and work- 
able by those attending such a meeting. 
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There can be no doubt that the most efficient way of 
solving problems is to approach them at their very be- 
ginnings. The following checklist for executive house- 
keepers is designed to minimize or resolve some com- 
mon problems, by “getting off on the right foot” to 
start, and continuing with a constant, positive course of 
action. 


With New Employees: 


1. Make an effort to gain the employee’s confidence 
from the beginning. There is no sure-fire way to do 
this, but it will be helpful if you plan to conduct, or at 
least supervise, the new employee’s on-the-job training 
yourself. If you delegate this responsibility, though, 
make sure that the person who does the training is 
thoroughly qualified. 

2. Allow enough time for adequate on-the-job train- 
ing. Rushing through this important phase or doing an 
indifferent job of it because of lack of time can prevent 
the new employee from achieving his potential. Con- 
versely, a new employee who gets off on the right foot 
will be happier and perform better. A little extra time 
invested in training can pay substantial long-range divi- 
dends. 

3. Familiarize the employee with the equipment he 
will be using. It is wisest not to assume that the em- 
ployee knows the best way to handle equipment. More 
efficient performance and reduced equipment-replace- 
ment costs are a direct result of carefully demonstrat- 
ing the proper way to use housekeeping devices. 


*Chief housekeeper, District 3, T.B. Hospital, Paris, Ky; secretary 
and a member of the public relations committee, Kentucky chap- 
ter, National Executive Housekeepers Association, Inc. 


By Christine Horn* 


4. Demonstrate (or have a capable assistant demon- 
strate) the way the job should be done. This is the 
oldest and perhaps the best way of teaching. A careful 
demonstration gives the new employee an effective 
lesson and an objective toward which to work. 

5. Have the employee go through the job performance. 

6. Correct any mistakes immediately. Allowing an er- 
ror to go uncorrected tends to fix improper habit pat- 
terns. Mistakes should be pointed out as they are made, 
and the employee should be urged to repeat the pro- 
cedure correctly until you are certain he knows the 
exact way to do it. 

7. Assure the worker of the need for practice and 
perseverance and never neglect to encourage new em- 
ployees during the early stages of their contact with 
you. Procedures that seem automatic to you as a trained 
person are often complex and unfamiliar to someone 
who is attempting them for the first time. Promise that 
every time the job is done it will become easier, as 
long as it is done the right way from the start. 

8. Stress the importance of the job. More important 
even than wages to most employees is the feeling that 
what they are doing is useful—that it contributes to a 
worthwhile purpose. Even a porter mopping a floor is 
helping a patient, and the porter should be told this— 
emphatically and often. 

9. Evaluate the progress the worker is making. Cul- 
tivate the ability to judge the performance of a trainee 
in comparison with others, so you know whether he is 4 
quick or a slow learner and can gauge which aspects of 
the job have to be taught with greater care. 

10. Determine when the worker is ready to go ahead 
with the job. Some individuals reach this point sooner 
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Personal Direction—A checklist for the executive ho 
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than others. All must be encouraged until it is reached. 
But it is important not to assign the worker to a job 
until then. 

11. Allot the work fairly and efficiently. This means 
giving the new employee somewhat less-exacting duties 
at first than the older ones are routinely responsible 
for. The amount of work should be increased gradually 
as the new employee develops skill and speed. 

12. Follow-up periodically on each new employee. 
Even the most promising new worker can develop in- 
eficient work habits if not checked on at regular inter- 
vals. This should be done tactfully—not in a spirit of 
snooping but more as a gesture aimed at helping the 
individual with any problems he may have. 

1. Determine standards for each job. The amount of 
effort required in a particular situation will depend on 
such factors as the frequency with which the item is 
cleaned, the level of use, the amount of traffic, and 
type of surface to be cleaned, and so on. 

2. Keep on top of actual conditions in your hospital, 
and adjust schedules accordingly. Your effectiveness as 
an executive will be heightened when you display an 
advance awareness of circumstances that will affect the 
workload for your department, and adjust your work 
schedules to conform to these circumstances. Excep- 
tionally heavy censuses can be anticipated during cer- 
tain portions of the year, and schedules formed ac- 
cordingly. Relatively less-heavy volume of admissions 
at other times again will call for schedule changes. 

3. Develop simple, clear, concise standards. Employee 
confidence grows with awareness of the standards of 
performance expected. And a confident employee is 
generally a competent one. Be sure your standards, par- 
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ticularly insofar as time is concerned, are accurate and 
reasonable. 

4. Periodically review procedures and time standards 
to eliminate possible errors or misunderstandings. The 
reasons for your standards may be perfectly clear to 
you, but they must also be clear to your employees. 
Periodic review will uncover misconceptions and re- 
move them. Failure to remove them involves the risk 
that they may become exaggerated out of all proportion. 

5. Hold regular meetings to keep workers informed 
of changes. It is human nature to resent any change 
from a comfortable routine. But this resentment can be 
minimized and often altogether eliminated if the rea- 
sons are made clear at the same time the changes are 
announced. 

6. Obtain and make use of available training material 
offered by suppliers. This material includes training 
films with valuable suggestions for work simplification 
and improvement, and humorous posters featuring do’s 
and dont’s. The alert executive housekeeper will re- 
view this material constantly for items useful with her 
particular hospital problems. 

7. Let your employees know that hospital patients 
require high standards of performance and conduct at 
all times. (This can be done in the context of up-grad- 
ing hospital work generally.) 

8. Keep in touch with the latest, newest, best methods. 
Informing yourself of new and better ways to do the 
various jobs for which your department is responsible 
and letting your employees know about them is one of 
the surest ways of inspiring their loyalty, respect, and 
confidence. 

9. Whenever possible, cultivate a spirit of cooperation 
on the part of your employees. This can often best be 
done by requesting—and not demanding—specific ac- 
tions. Let your employees know they are working with 
you, not just for you. 

16. Be generous in praise of jobs well done. Remember 
that Mary, the maid, and Joe, the porter, like apprecia- 
tion as much as anyone else. Most of their routine is 
extremely monotonous. The encouraging word, the pat 
on the back, the reminder that their work, well done, 
helps doctors, nurses, patients, can make all the differ- 
ence between despondent, indifferent performance and 
work that is done cheerfully and well. 


“Boy, what a crazy design for hospital pajamas. . .” 
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Review of Hospital Lawsuits 


By Leo T. Parker, Attorney at Law 


CALL POLICE OFFICER Kalmes filed an application for compensation under 
the state Workmen’s Compensation Act. 

An official of a hospital has asked this important ques- Further testimony showed that during 1953 Kalmes 
tion: “If a patient becomes unruly, what can I do to worked in endoscopy at the hospital. In that year ten 
quiet him and still avoid liability for injuries which patients were treated for active tuberculosis, and the 
may be inflicted on him?” proof is conclusive that Kalmes was exposed to this 

According to a leading higher court decision, hospital disease in her attendance upon these patients. There 
officials may avoid liability for injuries to unruly pa- is no evidence that she attended patients afflicted with 
tients by calling the municipal police department for the disease, or was otherwise exposed to it, after Jan- 
assistance. This is so because the police department is uary 1, 1954, when Rochester Methodist Hospital ae- 
a governmental agency of the city which is not liable quired Colonial Hospital. 
in damages for the manner in which its police officers Because of the resulting disability, Kalmes was ho;- 
perform or neglect to perform their duties. pitalized between December 1956 and June 1957, and 

For instance, in Quin v. Baptist Memorial Hospital, was thereafter confined to her home. She was still dis- 
201 S. W. (2d) 964, the testimony showed that 29- abled and under treatment at the time of her trial in 
year-old Quin was brought to the hospital by his court. 
father. Quin was given a spinal puncture, and soon During the trial a medical expert, testifying upon her 
afterward he became restless and unruly. He left his behalf, expressed the opinion that she became infected 
room and started to fight with another patient. The with tubercle bacilli during 1953. He distinguished a § § 
hospital official did not instruct the hospital employees primary infection from tubercle bacilli and tuberculosis, F. 
to quiet Quin, but instead telephoned the police de- and he expressed the opinion that the infection of 19% i 
partment, and in about five minutes two city policemen was the cause of the disease demonstrated on October Es 
appeared. Soon afterward one of the policemen shot 10, 1956. 
and killed Quin. His relatives sued the hospital for Each of the hospitals contended that if there was F 
heavy damages. The higher court held the hospital not any liability, it should rest upon the other. 
liable, saying: Tne higher court held that the Colonial Hospital must 

“To hold that every citizen or corporation who calls pay compensation to Kalmes, and said: 
in the assistance of the police department for quieting “It can fairly be said that it is equally difficult to 
disturbance makes the police officers his or its agent, determine the exact date when it may be said that the 
and liable for the acts of the police officers, would disease of tuberculosis is contracted. It is recognized 
seriously impair the usefulness of the police depart- by medical authorities that exposure to the tubercle 
ment. Private individuals or corporations are not liable bacilli, or even primary infection therewith, may not be 
who call police officers in to quiet a disturbance.” the same as actual contraction of the disease. We are of 


the opinion that, although employee was first exposed 

DATE OF EXPOSURE IS IMPORTANT to tuberculosis during 1953, the process of its contrac- 
tion continued thereafter until it culminated by the 

A few months ago a higher court held that, irrespec- impairment of her bodily functions in October or No- 
tive of related facts, the legal date a person contracts vember 1956. The commission determined that relators, 
the disease of tuberculosis is the date he was first Colonial Hospital, for whom she worked when she was 
exposed to this disease. exposed to the disease, and its insurer, were solely 
In Kalmes v. Colonial Hospital, 103 N. W. (2d) 203, responsible therefore. With this we agree.” 
the testimony showed that Kalmes commenced employ- 


ment as a registered nurse in Colonial Hospital on WHAT IS CHARITABLE HOSPITAL? 
September 10, 1950. On January 1, 1954, the hospital 

was sold to the Rochester Methodist Hospital. There- Recently a higher court gave a definition for a charitable 
after Kalmes continued in her employment at the hospital. 

hospital at intermittent intervals until November 14, In Sandone v. Dallas Osteopathic Hospital, 331 S. W. 
1956. A routine chest X-ray on October 10, 1956, re- 

vealed lesions later diagnosed as tuberculosis. (Conitnued on page 50) 
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“POWDETTE”® 
GLOVE POWDER PACKETS 


U.S.P. 
IN COUNTER-TOP PACKAGE 


Here's the convenient ‘‘POW- 
DETTE’’ counter-top box, good- 
looking enough to leave in: plain 
sight. Help yourself to one or a 
\, handful of packets of this soft, 
smooth, fluffy starch powder 
} that is safe for surgical use— 
laboratory tested. Each sealed 
packet contains more than 1//, 
| grams of powder that has been 
specially formulated to lubricate 
surgical gloves. Starch base, ab- 
sorbable. 
Compare the price. Ask your 
supply dealer to order a trial 
box so that you can compare 
the quality. Samples upon re- 
quest. The counter-top _ of 


1728 PACKETS, $18.50° 


Powdette is also available in 10 oz. shaker cans; 
5 Ib. bulk cannisters; 25 lb. bulk metal drums 


If your dealer cannot supply, order direct, 
giving your dealer's name. 


DUXE PRODUCTS 


MEDICAL-DENTAL SPECIALTIES 


P.O. BOX 1192 CINCINNATI 1, OHIO 
* Suggested Hospital Price. List price $23.05 


MOVE Patients 
FASTER SAFER 


with Davis Patient Roller 


Now! Move patients with minimum strain with the 
Davis Patient Roller! A Gilbert Hyde Chick product, 
the Roller is a must in hospital rooms and X-ray. 
Even the heaviest patient can be moved safely, 
quickly, effortlessly. Lightweight. Superb aluminum 
and steel construction. Write today for more infor- 
mation. 


Patient moves as the Roller moves 


— 


BUT patient moves farther than Roller 


PLANT AND SALES OFFICES 821 - 75th AVENUE OAKLAND 21, 
~ Mfrs and Distributors of Hospital Orthopedic and Fracture Equipment 


For further information see postcard opposite page 126. 


(2d) 476, it was held that a hospital is a charitahj, -: 
institution if it is operated for profits but at the end ¢j iwsof t 
the fiscal year places in its general fund, and uses fy, ~ 
its general charitable purposes, any surplus, howeye 
derived, above the expenses of maintenance and p. pene 
eration. This is so although the hospital’s patients gy —_ 
required to pay for services according to their circum. aguere 
stances and accommodations. a pro 

Also, in Southern Methodist v. Clayton, 176 §, W ais st 
(2d) 749, this higher court held that charity corpor.§§) °*" 
tions are immune from liability for torts of the ied a 
agents, in the absence of negligence in employing o pel 
retaining the latter, whether the injured party js , son efffe 
beneficiary of the trust or a stranger to it. ‘Our 


NURSING IS PROFESSION Ruth m 


Considerable discussion has arisen from time to tim be 4 
over the legal question: is a registered nurse a profes. oe 
sional person? Last month a higher court said she was, tt th 

This court indicated that a registered nurse is on aly be 
who possesses a blend of intellectual attainments, a. om 
titudes, and manual skills, based on the principle 
scientific medicine, acquired by means of a prescribed = 
course in a school of nursing affiliated with a hospitd = 
recognized for such purposes by the state, and pra- — 


ticed in conjunction with curative or preventive medi- - 
cine by an individual licensed to do so by the state. In 
other words, a “registered nurse,” “trained nurse,” o J 
“graduate nurse” is one who has met all the legal r- 9, . 
quirements by registration and practices or holds a p- i 


sition by virtue of her professional knowledge and sie 
legal status. 


This same court also established law on two other a 
important points: first, that a hospital is not liable in pe 
damages for a nurse’s negligent injury to a_ hospital be > 
patient while she is under orders of the patient's phy- In 
sician; and second, that the statute of limitations is re 


applicable to the nurse and the hospital which employs that 

her alike. aa 
For illustration, in Davis v. Mercy Hospital, 167 N.£. § | 

(2d) 386 a state law was litigated which provides that 


a suit for malpractice must be brought within one year Z 
after the cause thereof accrued. the 

The testimony disclosed that a woman named Snyder Ate 
was admitted to Mercy Hospital as a patient, where ‘i 
Ruth was a “registered nurse.” Snyder was operated she 
on. While she was recovering from the operation, the the 
Mercy Hospital, through Ruth, undertook to admin- a 
ister treatment by the injection of penicillin. It was je 
alleged that in so doing, Ruth negligently administered . 
the penicillin by injection in the lower quadrant of the th 
buttocks, rather than in the upper quadrant as instructed 


by Snyder’s physician, thereby injuring and damaging 
the soft tissue. 

It is important to note that his higher court held 
that nurses on the staff of a hospital, although they al 
its employees for general purposes, are not so for the 
purpose of operation. That is, when assisting at an 0P- 
eration they cease, for the time being, to be the em 
ployees of the hospital inasmuch as they take their ol 
ders during that period not from the hospital author- 
ities but from the operating surgeon alone. 


HOSPITAL TOPICS 


: 
bet “iS 
1 
3 


| 
charitahy Since Ruth had become a registered nurse under the | ; 
he end off" of the state, the court also ruled: 7 
| une % “It seems clear that the General Assembly of this 
heal date has recognized that one who is practicing nursing 
al saregistered nurse, is practicing a profession. In our 
yjinion, no other conclusion can be reached. A | 
ciel rgstered nurse in this state is engaged in the practice 
‘Bia profession. As such, therefore, a registered nurse 
76 SW inthis state can be guilty of malpractice.” 
corpors. Because the suit against the hospital and Ruth was 
of thei ‘ed more than a year after Ruth had administered the 
loying o: ynicillin, the higher court held the statute of limita- 
arty is d ion effective to bar the suit, saying: 
‘Qur conclusion would be that if the evidence dis- 
doses that the act complained of was performed by 
FESSION @ Ruth more than one year prior to the date upon which 
> to tin he petition and suit was filed in this case, then the 
a profes. action against her would be barred. In view of the fact 
the ie that the plaintiff [Snyder] seeks to hold Mercy Hospital 
se is ie oly because of the act of ‘its employ,’ it would nec- 
rents, # esarily follow that if the employee were not liable, 
inciple o ihe Mercy Hospital likewise would not be liable. Our 4 ~ 203 
comniid opinion is that since the statute of limitations is effec- = Removes 
2 hospitd ve as a bar to an action against the employee, the the 
nd pra. registered nurse, it is also effective as bar against 
ve medi. Suit against the employer, the hospital. dirt film 
TAXES MUST BE PAID your, 
It is well known that no federal income taxes need be é 
On money contributed by an ordinary taxpayer to 
acharitable or religious organization. Nevertheless, a 
= few weeks ago a higher court held that federal income 
liable in 4 5 must be paid on profits earned by a commercial 
heal company, although all of such profits were intended to 
te given to a charitable hospital. N b 
tations is |. the case of Atchison Hospital Association v. Tax ot just clean— ut 
codon Commission, 325 Pac. (2d) 311, the testimony showed 
" § that a corporation, engaged in commercial or business 
167 N.£. Poses in order to earn a profit, turned its entire TEX] () LEAN | 
‘ides that profits over to a hospital, a charitable organization. * 
one tie Details are: The Midwest Solvents Company was or- 
ganized and its articles of incorporation were filed with 
4 Sova the secretary of state. All of the stock is owned by the All-purpose TEXINOL Cleaner gets rid of all the dirt, erit 
nyder tn we and scum. Removes old film left by previous washings with 
pa chosen by the trustees of the hospital. The corporation's 
sien ie charter sets out that it was organized not for profit, and Use Trexinow for stripping as well as daily cleaning. 
eh the purposes to be transacted and carried on are to Recommended for all flooring, both resilient and rigid. In 
admin- manufacture com ound urchase and sell certain fact, you can use it on any surface where water can be 
goods, and business applied — metal cabinets, tile walls, lavatories, office furni- 
the higher court held thet ture, etc. Needs no rinsing. Can't scratch or mar, 
asvaiiad the corporation was not entitled to an exemption from Learn why so many Maintenance Chiefs 
Jamaging payment of income taxes on its profits. This court said: now mperaty re XINOI exclusively. _ lip the LEGGE - 
“If exempt from income tax because all its net coupon or write for full information. es 
urt held tarnings inured to the benefit of a religious or 4 
they are charitable organization, a corporation engaged in | LEGGE SYSTEM 
» for the ‘ommercial activities would have an unfair eco- ; Walter G. LEGGE Company, Inc. Vowatena 
tone nomic advantage over its competitors in the same | Dept. HT-5, 101 Park Ave., New York 17, N. Y. . . ; 
ee ie field of endeavor, and in the event of highly com- , Branch oftices in principal cities. In Toronto — J. W. Turner Co. ‘ 
their or- petitive business could eliminate its rivals, who ‘ Send full information on Texinol, the all-purpose Cleaner, . 
author- Were subject to income tax, by underselling their 
Products on the open market.” 
Firm 
Address 
City Zone H 
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consultants to the committee. 


Federal Employee Coverage. The final report of pro- 
gress on implementation by the U.S. Civil Service Com- 
mission of the Federal Employees’ Health Benefits Act 
presents comprehensive statistical tables showing gen- 
eral and apparently enthusiastic acceptance by federal 
employees of the health insurance coverage the act 
makes available to them on a participating basis. Among 
highlights from the figures are the following: 

* More than 5 million individuals are covered. 

* More than 83 percent of those eligible joined the 
plan. 

¢ Nearly 7 percent of eligible employees did not en- 
roll because they are covered under some other plan. 
* More than 93 percent of eligible employees now 
have some form of health benefits protection. 

* Federal employees prefer broad coverage to mini- 
mum protection at low cost—four out of five selected 
“high-option” benefits giving more comprehensive cov- 
erage at greater cost. 

* There was a consistent correlation between per- 
centage of enroilment and salary—the higher the salary 
the greater proportion of enrollment. The percentage 
ranged from 62.4 percent enrolled in the salary grouping 
under $4,000 per year, to 95.6 percent enrolled in the 
salary grouping earning $10,000 per year and over. 


* * 


Required Reading. A series of articles generally en- 
titled, “You and the Crisis in Health Insurance,” by 
Martin Gross began with the February issue of Good 
Housekeeping Magazine. The first in the series dealt 
at length with the problems for Blue Cross subscribers 
arising from the variations in coverages provided by 
the many plans operating in different parts of the coun- 
try. Succeeding articles are expected to cover other 
aspects such as values to look for and pitfalls to be 
avoided by purchasers of health policies from commer- 
cial insurance companies. 


* * * 


Prepaid Prescription Plan Favored. A_ resolution, 
unanimously adopted by a Committee on Medication 
Costs of individuals active in the leadership of several 
New York City health and welfare agencies, approved 


Health Insurance Newsletter 


This material is presented with the cooperation of the New York State Joint 
Legislative Committee on Health Insurance Plans, through John G. Steinle and 


in principle “a prepaid prescription plan administered 
by a voluntary non-profit agency.” The committe 
agreed “to take the necessary action to formulate such 
a plan on a sound, practical basis.” 


* * * 


Cost of Nationalized Health Service. Despite charges 
that the British National Health Service is extravagant, 
Britain probably would have paid more for health care 
the last few years without the plan than was paid with 
it. According to Dr. Theodore F. Fox, editor of Lancet, 
speaking in this country, International Labor Office 
statistics show many countries spend between 4 and 5 
percent of their gross income on health services. Ih 
1953 and 1954 Britain spent just over 4 percent through 
its national medical system, and the United States just 
under 4% percent, Dr. Fox pointed out. He also said 
the British system had worked well, although not as 
well as many doctors had hoped, and he contended the 
plan might work better if medical care were conducted 
by a public corporation instead of a civil-service pro- 
gram. 


Blue Cross Hearings. Associated Hospital Service, the 
Blue Cross plan serving some 7,200,000 subscribers in the 
New York City area, was both attacked and defended 
at a hearing conducted recently by the Joint Legislative 
Committee on Health Insurance Plans. 

Commenting on the testimony at the hearing, State 
Senator George R. Metcalf, committee chairman, said 
the charges against Associated Hospital Service had 
been “exaggerated out of proportion to their serious- 
ness.” The so-called “Christmas bonuses” paid in 19, 
he said, had been “an investment in reducing costly 
turnover of well-trained workers.” He also cited testi- 
mony that reports of 1959 salaries of executives of rep- 
resentative insurance companies with volume compal- 
able with Blue Cross show their 15 highest salaries al 
60 percent higher than those paid by Blue Cross. 

Later in the month Sen. Metcalf announced the com- 
mittee would conduct hearings throughout the state 
next fall to determine what the various Blue Cros 
plans were doing to help keep hospital costs down. 
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The superior performance of Deunioot Mapes with regard to 
Sterile Techniques in Autoclaving 


These frank questions and answers will help you 
waluate reusable double-creped paper Dennison- 
Wraps. Maybe you have asked some of these ques- 
ions yourself in discussing your own autoclaving 


procedures. 


Q. You say inspecting DennisonWraps is easier and 
wfer than inspecting muslin, yet we have no trouble in- 
yecting muslin in ordinary daylight. Why do you claim 
that ours is a hazardous practice? 


A. Your own tests will prove it! Take 25 muslin 
wappers that have passed daylight inspection. Examine 
them carefully on both sides with lights above and below 
thm. Look for breaks in fibers due to deterioration 
caused by repeated laundering and autoclaving. In at 
least one of the 25, you’re sure to find broken fibers. At 
each break, there is only one thickness of muslin. This 
does not meet sterilizing requirements. With Dennison- 
Wraps, you’re always safe because breaks are immedi- 
ately evident. 


Q. Why do you talk of the floppiness of muslin as if 
itwere a bad feature? 


A. Nursing arts instructors tell us that the average 
graduate nurse is so accustomed to handling the limp, 
floppy folds of muslin that she forgets her student days. 
She forgets the hours of classroom instruction required to 
teach her how to unwrap packages so that neither the 
muslin nor its contents are contaminated. The disadvan- 
tage of muslin’s limpness is apparent when a package is 
unwrapped on a flat surface such as a table top. If the 
muslin folds flop down on the surface, two things happen. 
Bacteria on the surface are dislodged, and air currents 
are set up. The airborne bacteria can be swirled directly 
into the contents of the package. This is why floppiness 
isa bad feature. 


MAY, 196) 


’ For further information see postcard opposite page 126. 


Q. Why are DennisonWraps safer than muslin as far 
as the unwrapping technique is concerned? 


A. In contrast to the limpness of muslin, double- 
creped DennisonWraps have a sturdier body. So, they 
act more predictably when unfolded. This gives the young 
student less of a problem in learning to control the folds. 
Moreover, when a package wrapped in DennisonWraps 
is opened, the shape-conforming paper remains cupped, 
providing a protective wall around the contents. 


QQ. Youclaim rapid and effective penetration of steam 
through DennisonWraps. How is this tested? 


A. intwo ways. First, by Densometer porosity tests 
which prove that DennisonWraps freely pass air under 
pressures encountered in autoclaving; but, not at atmos- 
pheric pressure. Secondly, by thermocouples embedded 
in wrapped packages in the autoclave and attached to an 
external potentiometer. The time required for the center 
of the package to reach sterilizing temperature of 121°C 
is the measure of effective steam penetration. Compara- 
tive tests using one layer of DennisonWraps and two lay- 
ers of muslin show that steam penetration is 5 minutes 
faster with DennisonWraps. Laboratory reports of these 
tests are available on request. 


Q. What's the most practical way to introduce 
DennisonWraps into our hospital? 


A. Get a free hospital evaluation kit. It contains test 
quantities of DennisonWraps in precut sheets; glove 
wicks, envelopes and cases; three clinical reports which 
prove that DennisonWraps will increase the safety, effi- 
ciency and economy of your autoclaving operations. Ask 
your local hospital supply house . . . or address your 
request to Dennison Manufacturing Co., Dept. S-171 
Framingham, Mass. 


FOR SAFETY’S SAKE 
insist on reusable 


... identified by their exclusive 
hygienic imprint 


> 


Dennison 
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Need another pair hands your pharmacy? 


Ir YOUR HOSPITAL is as overcrowded and as overworked as 90% of the hospi- 
tals today, you certainly need extra help. What a good many hospital phar- 
macists and administrators do not know, however, is that they can get the 
extra pharmacy help without increasing their operating costs. As a matter 
of fact they can even save money while increasing efficiency. 


Servic 
@ The McKESSON & ROBBINS Hospital cal ca 
Service Representative will gladly become routil 
your extra man. He is more than a sales- tors’ 
man, he is a trained hospital pharmacy meet 
specialist who can give you professional 
assistance and advice on the many prob- 
lems of hospital drug management. 


gene 
staff 
hand 


doct 
Take your drug inventory for example. Large inventories eat up valuable dale 


time in ordering and maintaining stock levels and crowd your space, but, Gal 
more importantly, they increase your carrying charges, tie up money and of t 
increase the risk of loss due to deterioration, damage and obsolescence. The The 
McKesson & Robbins Hospital Service Rep can help you establish a smaller 
in-hospital inventory based on,sound drug levels in keeping with your medi- 
cal needs. He will also help you select drugs produced by reliable manufac- 
turers to meet your demands—and then will maintain your stock levels for 
you. This means the money and time costs of procuring and carrying sup- 
plies will be held at a minimum. A real saving for you. 


With 91 McKesson & Robbins warehousing units across the country, each 
with a Hospital Service Department, you have a local source of drug and 
sundry supplies that is actually an extension of your own storage space. You 
are only a telephone call away from any drug product you might need in 
emergencies, as well as for routine service. Inventory control is but one of 
the reasons why most of the nation’s hospitals depend upon McKesson & er 
Robbins for economical and efficient management of their pharmacies. c 


We will be happy to send you the name of the McKesson & Robbins Hospi- ° 
tal Service Department nearest you, or have our Hospital Service Rep call 
on you...just drop us a card, McKesson & Robbins, Inc., Hospital Service 
Department, 155 East 44th Street, New York 17, New York. 


Serving Americas Hospitals--M°KESSON & ROBBINS 


For further information see postcard opposite page 126. 
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Small Staff Handles Many-Faceted 


Services at Doctors Hospital 


Service to a varied group of medi- 
cal care facilities is a matter of daily 
routine for the pharmacy of Doc- 
tors’ Hospital, Carbondale, Ill. While 
meeting the needs of the 104-bed 
general hospital, a relatively small 
staff of pharmacists and assistants 
handle these additional duties: 

—Fill prescription orders for 18 
doctors on the staff of the Carbon- 
dale Clinic, a group of medical spe- 
cialists who lease the major portion 
of the ground floor of the hospital. 
They average 220 patients daily. 


Processing of prescriptions through this mod- 
ern outpatient facility at Doctors’ Hospital, 
Carbondale, Ill., is one facet in the daily 
routine. Bookkeeper Doris Holsombeck, back 
of the counter, helps handle the order desk. 


MAY, 1961 


—Process drug orders and ar- 
range daily deliveries of supplies to 
the Herrin Hospital, a division of the 
main facilities, 18 miles away. 

—Prepare and dispense pharma- 
ceuticals for the ethical pharmacy 
that serves the Carbondale com- 
munity. 

—-Supply area hospitals and local 
pharmacies in emergencies from the 
ample stocks of drugs and supplies 
in the pharmacy storeroom. 

Purchases for these multilateral 
services average $12,000-$15,000 a 


month. The pharmacy dispenses, in 
round numbers, an average of 18,- 
000 prescription items yearly. In its 
hospital function, it serves a staff 
of 40 physicians; orders, dispenses, 
controls and accounts for the daily 
volume of drugs, medical-surgical, 
and patient-care supplies. It is re- 
sponsible for purchasing of every- 


thing except basic maintenance, 
dietary, office and housekeeping 
supplies. 


As a hospital facility the pharmacy 
is believed to be the best stocked 
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and equipped in the entire area of —keep up the records.” In respect practitioners staffing the clinic x. Sin 
southern Illinois. Close supervision, to the hospital, the pharmacy op- counts for, in large part, the con — struct 
cost control, and experienced man- erates without a formalized routine. siderable quantity of drug. stock jficati 
agement are the keys to its business- After the doctors’ rounds in the maintained. Clinic departments jr. § origir 
like, profitable operations. morning and afternoon, their pre- clude dermatology, radiology, ur. the m 
Purchasing is handled by chief scription orders are transmitted by ogy, internal medicine, pediatric J pital: 
pharmacist Olyn E. Eaton, a veteran the duty nurses from patient charts pathology, obstetrics and gynecob. Co 
of 10 years with the hospital and to the pharmacy. As orders are gy, orthopedics, general surgery, ani J adde 
former owner of a retail pharmacy. filled, they are delivered in contain- general practice. roorr 
Mr. Eaton works closely with hos- ers to the four medicine rooms on Doctors’ Hospital was the first hos- J labo 
pital administrator Jack Edmund- the second floor, where the patients’ pital south of Springfield, III, to be. §  catic 
son, who is comptroller of the hos- rooms are situated. come qualified with the Atom: § quar 
pital corporation. An ample stock of medications is Energy Commission for the use o § grar 
Assisting Mr. Eaton in the phar- maintained on the patient floors, and radioactive isotopes in diagnostic ani J feet 
macy are registered pharmacists replaced daily. Other patient service therapeutic medicine. It was also the § pres 
Clyde Rush and Garcia Hancock, items are maintained in central sup- first in its area to sponsor a state § floo 
pharmacy assistants Dennis Taylor ply and replaced from the pharmacy diagnostic cancer and cardiovascula § sur; 
and Virgil Clayton, bookkeeper Bon- central supply storage area. Narcotics clinic. The Carbondale Clinic has: § tior 
nie Wiley, and receptionist Doris are replaced and accounted for dur- full-time pathologist, believed to be roo 
Holsombeck. ing each 24-hour period. the first in southern Illinois. sur 
The pharmacy staff works an eight Physicians may order any drug for Pricing of out-patient prescrip- F anc 
hour day, six days a week, and a hospital patient. This procedure tions is competitive with local retal 
serves clinic hours of from 9-5:30 is handled by the prescription system pharmacies. Patients are allowei § firs 
daily except Sunday. Pharmacists on a standard drug order form, us- their own freedom of choice of 2 f an 
are on call to the clinic and hospital ing the patient’s name, location in pharmacy for filling a prescription tio 
on a 24-hour basis, 7 days a week. the hospital, drug ordered, and doc- The medical staff and pharmacy have ne 
In these service-to-all facilities, tor’s name. never allowed a prescription to b ice 
the general rule is “Put it in writing The number of specialists and coded or become a “captive prescrip- th 
co 

w 
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Photo at right: Chief Pharmacist Olyn Eaton P 
(r.) discusses medication with Sharin Ragain, ( 

R.N., in the west wing medicine room of the 

hospital. Far right: Administrator Jack Edmond- t 
son oversees a staff of 143 full-time employees ] 


of Doctors’ Hospital and is comptroller of the 
corporation. 
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tion”. As a result, ethical and busi- FDA Amends 1. Permit the use until January 


ness relations with the community New Regulations 1, 1962, of labels already printed 
pharmacies are maintained with mu- The Food and Drug Administration even though they do not contain all 
tual respect on professional levels. has amended its new regulations re- the information required in the or- 
The pharmacy is well located in quiring changes in labeling used to der published in the Federal Regis- 
aca respect to traffic from the medical promote the sale of prescription ter on December 9, 1960—if the in- 
a pes and nursing sections on the second drugs, and has granted time exten- formation is elsewhere on the pack- 
‘B foor and to the clinic, which ad- sions for compliance with certain age or in a brochure enclosed in the 
ins the pharmacy. The modern parts of the regulations that became package. 
hospital is a two-story, H-shaped effective on March 9, 1961. 2. Permit until June 6, 1961, the 
structure with the pharmacy in the The amended regulations: marketing of drugs already pack- | 
core of the units. The pharmacy has 
full-paneled, floor-to-ceiling win- 
dows facing the street, giving it a KB te EA KT hm Po O U G tr 
“showcase” appearance to pedestri- 
an and auto traffic on one of the in cleansers 
city’s main thoroughfares. 
clinic «.{f Since Doctors’ Hospital was con- for surgical instruments and glassware! 


the conf structed in 1950, additions and mod- 
ug stock ff ifications have tripled the size of the : 
ments in-§ original structure, making it one of U re 
gy, url. the most comprehensive general hos- 

pediatrics fF pitals of its size in the state. 

gynecol- Construction in 1953 and 1954 i Ss O N iT 
‘gery, ani ff added 36 hospital beds, new x-ray 
rooms, clinic examination rooms, and 
first hos- § laboratory, and provided for relo- 
Il, to be cation of the pharmacy to its present 
Atom: quarters. Another construction pro- 
re use oi F gram in 1958 added 22,000 square 
rostic ani feet and brought the hospital to its 
s also the § present bed size (104). The second 
ra state floor of the building includes two 
ovascula § surgical suites, the obstetrical sec- 
nic has2 § tion, patient rooms, four medicine 
ved to be § rooms, three nursing stations, central 
supply stockroom, storage facilities 


e SUPER MILD ... new low pH 
of 8.0. Kinder to hands, skin and 
delicate instruments. 


e DISSOLVES 40% FASTER 


prescrip- anda director of nurses’ office. 
cal retail Adjoining the pharmacy on the free, streakiess. 
allowed first floor are the clinic examination e NEW CLEANING EFFI- 
vice of a and x-ray rooms, the patient recep- CIENCY ... has super wetting 
scription tion area, a conference room, busi- 


efficiency double that of ordinary 
cleansers. 


e SAFE FOR DELICATE 
INSTRUMENTS .. . won't 
tarnish, pit or corrode surgical 
instruments, rubber, glassware. 

e GREATER ECONOMY... / 
costs less per gallon of solution. 


This is what counts, not cost 
per pound! 


ts, 


rival 


racy have ness and administrative offices, clin- 
on to be ical and pathological laboratory, and 
prescrip- the cafeteria. (A new cafeteria under 
construction in the basement section 
will accommodate 150 persons.) 

The Southern Illinois Hospital 
Corporation was established in 1946 
a a nonprofit corporation under the 
laws of Illinois, for the purpose of 
securing a hospital in Herrin, Illinois, 


ane 


Glassen” 


and for later building of a hospital in SEND FOR MAIL THIS 
Carbondale. Four physicians formed FREE TEST | TO: S. M. Edison Chemical Company, Inc. | 
the corporation. The 70-bed Herrin ane 
i . lease send free 3-0z. package (makes 12 gallons) Test Sam- 

Hospital =e ple of new SUPER EDISONITE for my evaluation. | 

at corporation. Both Compare new SUPER | | 
hospitals are licensed by the State of EDISONITE with the | Name Position | 
Illinois Department of Public Health, cleanser you're now using. Hospital or Company. ; 
and are accredited by the joint Com- Mail coupon for free 3-oz. | Address | 
mission on the Accreditation of Hos- test package, sufficient 1 cit mn ene | 
Pitals. for 12 gallons of solution. 
MAY, 196) 
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aged without code or control num- 
ber on the carton if this number is 
on the label. 

3. Provide for continued use until 
January 1, 1962, of catalogs and 
price lists which have some informa- 
tion (but not full disclosure) if sent 
only to pharmacists and wholesale 
druggists, and not to physicians. 

Where declaration of inactive in- 
gredients is required, flavorings, 
perfumes, and colors may be listed 


as such, without naming each spe- 
cifically. Trace amounts of harmless 
substances used only for individual 
product identification need not be 
declared on labels. 

In the case of parenterals, water 
for injection as a vehicle need not 
be declared under the clarifying 
regulations. A substance added to 
make the solution isotonic or to ad- 
just the acidity or alkalinity need 
only be listed by name and effect; 


DEKNATEL 


(PATENT PENDING) 
CREATES A RESERVOIR OF TUBING FLUID. 
GIVES SURGEONS AN OPTIMALLY- 
CONDITIONED SURGICAL GUT. 


The marked porosity of the Deknatal Humi-Sheath creates a reservoir of 
tubing fluid surrounding the gut. Evaporation is retarded. Normal con- 
ditioning and strength of Deknatal Surgical Gut are thus maintained for 


prolonged periods. 


@ Deknatel Humi-Sheath 
also serves as ligature 
reel for Deknatel Gut if 
required. 


@ Eliminates storing and 
sterilizing extraneous 
ligature holders. 


For samples of Deknatel Surgical Gut and Needled Gut with the Deknatel Humi-Sheath, write— 


J. A. DEKNATEL & SON, INC. 96-74 222 st., queens Village 29, Long Island, N.Y. 


SURGICAL SUTURES FOR EVERY OPERATIVE PROCEDURE 


| 
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percentage need not be stated. 

The regulations also were amen, 
to make it clear that no package j, 
sert is required solely because 4, 
label bears the dosage informatiy: 
called for in another section. John) 
Harvey, FDA deputy commission, 
said that the basic question of ». 
quired package inserts is being cq. 
sidered in the light of all commen; 
submitted in response to an earlic 
proposal published in the Feden 
Register. 


Measles Vaccine 

Tested in Buffalo 

A large-scale field trial of a ney 
measles vaccine was begun Man’ 
22 in Buffalo, N.Y., by the Br 
County Health Department and th: 
University of Buffalo Medical Scho! 

Some 750 children, all kind. 
garten and first-grade pupils in jj 
public and parochial schools, rv. 
ceived the first of three shots in: 
double-blind study. Half of th 
pupils were inoculated with th 
killed-virus vaccine and half with: 
placebo. The children received : 
second injection the next week and: 
final shot the week of April 17. 

Buffalo was experiencing a mo- 
erate-sized measles epidemic at the 
time the study began, and it wa 
hoped that administration of the 
vaccine might result in some re 
duction of cases. 

The Buffalo test was prompted by 
some encouraging results obtained 
with the vaccine in smaller clinica 
trials in several cities last fall. Sev- 
eral inactivated measles vaccines 
were tested, first in adult volunteers 
and then in children, and found to 
be completely devoid of any side- 
effects and capable of stimulating 
anti-measles substances in the blood 

The vaccine, designed specifically 
to prevent regular measles only, wa 
developed by Chas. Pfizer & Co, 
Inc. The Buffalo study is aimed at 
determining the general safety 
the product when administered 
broadly to small children, its ability 
to stimulate antibodies to measles 
and the capacity to protect children 
against subsequent exposure to the 
natural disease, according to Joe! 
Warren, Ph.D., director of biological 
research and development at the 
Pfizer Biologics Research Center ™ 
Terre Haute, Ind. 
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Surgical Relaxant 

Mylaxen, described as a new safety 
fctor in surgical relaxation, has 
heen introduced by Irwin, Neisler & 
Co. for use in anesthesiology. 

Mylaxen is a selective plasma 
cholinesterase inhibitor. When used 
together with small doses of the 
muscle relaxant succinylcholine, an 
evenly sustained surgical plane of 
muscular relaxation is provided with 
little risk of untoward side effects. 
According to the manufacturer, the 
absence of cardiovascular and auto- 
nomic side effects increases the 
product’s value in anesthesia. 

Available in 10 cc. multiple dose 
vials, Each cc. contains 20 mg. hexa- 
fuorenium bromide in stable iso- 
tonic solution. 


Infection Agent 

Trimagill has been recently intro- 
duced by the S. E. Massengill Co. 
for the management of vaginal in- 
fections. It is recommended by the 
manufacturer for acidification of the 
vaginal tract in the treatment of 
Trichomonas vaginalis, Candida al- 
bicans, Hemophilus vaginalis, and 
nonspecific leukorrhea. 

Trimagill produces a low vaginal 
pH of 2.0 to 2.5, with emollient prop- 
erties that prevent irritation of 
mucous membranes. 

Supplied as powder in 5-oz. plas- 
tic insufflator bottles and as vaginal 
inserts in boxes of 24. 


New Terramycin 

Pfizer Laboratories, division of 
Chas. Pfizer & Co., Inc., has an- 
nounced the expansion of its Terra- 
mycin line with the introduction of 
Cosa-Terrastatin capsules and oral 
suspension. 

The new medication contains Ter- 
ramycin for broad-spectrum anti- 
lotic therapy: nystatin, an anti- 


fungal antibiotic; and glucosamine 
hydrochloride, which increases ab- 
sorption of Terramycin. 

Available in bottles of 50 cap- 
sules; or in 2-oz. bottles for recon- 
stitution. 


For Hypertension 

Hygroton (chlorthalidone), an oral 
antihypertensive-saluretic is recom- 
mended by Geigy Pharmaceuticals 
for the treatment of arterial hyper- 
tension with or without congestive 
failure, and for relief of all types 
of edema envolving salt and water 
retention, including edema of renal 
disease, hepatic cirrhosis, pregnan- 
cy, and obesity. 

Prolonged action of the tablets 
are said to insure sustained thera- 
peutic effect, enabling administra- 
tion on an alternate day schedule. 

Available in bottles of 100 scored 
tablets. 


Arthritis Relief 
Planolar, combining Plaquenil sul- 
fate (brand of hydroxychloroquine 
sulfate), and aspirin, has been rec- 
ommended by Winthrop Laborato- 
ries for relief in acute or chronic 
rheumatoid arthritis. 
Each tablet contains 60 mg. of 
Plaquenil sulfate and 5 gr. aspirin. 
Supplied in botiles of 100. 


Diarrhea Control 

Lomotil diarrhea control has been 
introduced by G. D. Searle & Co. 
for treatment of irritable bowel, 
functional hypermotility, malabsorp- 
tion syndrome, acute infection, and 
food poisoning. 

Composed of 2,2-diphenyl-4-bu- 
tyronitrile hydrochloride and a sub- 
therapeutic dose of atropine sulfate, 
Lomotil inhibits excessive gastroin- 
testinal propulsion. 

Supplied in bottles of 100 tablets. 


ACUTE 
CYSTITIS 


Responds Rapidly to 
Antiseptic, Soothing 


URISED. 


SIMPLE, ACUTE or isolated uri- 
nary tract infections readily yield 
to antibacterial-spasmolytic 
URIsED. Acute cystitis or urethri- 
tis symptoms vanish within three 
days... urine clears within five 
to ten days. 


No side effects were reported in 
recent evaluations of URISED in 
over 200 cases. On the contrary, 
URIsED is soothing, relaxing to the 
urinary visceral muscles. 


URIsED controls pain while nor- 
malizing urination and produc- 
ing antisepsis. Each URISED tab- 
let contains: atropine sulfate 
1/2000 gr.; hyoscyamine 1/2000 
gr.; gelsemium, methenamine, 
methylene blue, benzoic acid, 
salol. 


For generous starter prescription 
supplies for many patients just 
send this coupon. 


| Chicago Pharmacal Company HT 
|] 5547 N. Ravenswood Ave. 


Chicago 40, Illinois 

Gentlemen: Re: Starter Rx Supplies 

Address 

City State. 


For further information see postcard opposite page 126. 
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NO. 2 IN A SERIES 


This is the second in a series 
of articles on High Vacuum 
Sterilization and how it brings 
greater safety and efficiency 
to hospital sterilization. Its 
author is Richard D. Castle, 
head of Research and Devel- 
opment, Wilmot Castle Com- 
pany, Rochester, N.Y. Work- 
ing with the Drayton Regu- 
lator & Instrument Co., Ltd., 
of England, Castle has devel- 
oped the OrthoVac* High Vac- 
uum Sterilizer. First models 
will be installed in U. S. hos- 
pitals this year. 


@ The advent of High Vacuum Sterilization brings four major 
advantages to hospital ‘‘dry goods’”’ sterilization. The first is 
speed. Using the High Vacuum System, a typical ‘“‘dry goods”’ 
cycle is run in 15 minutes compared to conventional cycles of 
one to two hours. A second advantage is safety. With the 
drawing of a near-absolute vacuum, uniformity of tempera- 
ture throughout the load is obtained within a predictable 
period. Common errors in packaging and loading are no longer 
critical. Sterilization becomes a mathematical certainty. Steri- 
lizers may be loaded to capacity—an increase of approximately 
25°, for every existing ‘‘dry goods”’ sterilizer. Finally, there is 
greater preservation of fabrics with reduced exposure time. 
@ There are certain essentials to the practical operation of a 
High Vacuum System. Success depends on removal of enough 
air so there can be no variation in the time necessary for 
steam-air interchange. This requires a vacuum of less than 
20mm Hg. abs. The Castle-Drayton OrthoVac System uses a 
high-efficiency oil-seal vacuum pump to draw such vacuum. 
Steam penetration and load heat-up are thereafter practically 
instantaneous. An oil-seal pump is used because it is fast and 
provides considerable reserve capacity in the critical range as 
a safety factor. On the other hand, water-seal pumps tend to 
drop in efficiency as they approach the critical range and are 
dependent on water supply temperature. 

@ The importance of adequate vacuum is shown in Chart 1., 
which indicates relationship of speed of heating and degree of 
vacuum obtained. 


CHART NO. 1 
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® 20mm Vacuum (29.2” Hg.)—steam heats to center with no delay 
® 40mm Vacuum (28.4” Hg.)-steam heats to center after 8 minute delay 
© 60mm Vacuum (27.6” Hg.)—steam heats to center after 15 minute delay 
© 100 mm Vacuum (26.0” Hg.)—steam heats to center after 30 minute delay 
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The Essentials 
of HIGH VACUUM 
Sterilization 


@ For efficiency and safety, the same degree of vacuum must 
be drawn during each cycle. To guarantee this the OrthoVac 
System employs an exclusive barometrically compensated abso- 
lute pressure switch. This device safeguards the cycle by auto- 


matically compensating for height of the sterilizer above »: 
level and daily barometric pressure fluctuations. The need fy 
manual adjustments to allow for critical changes in ambien: 
pressure is eliminated. 
@ With the establishing of a near-absolute vacuum, jt i 
possible, for the first time, to safely determine the time rn. 
quired for all parts of a load to reach killing temperature- 
regardless of size of load or manner of packaging. 

@ Once known, this permits use of the exclusive OrthoVs 
Time-Temperature Integrator in the control of the timing phas 
Whatever temperature has been pre-selected at 250° F, ¢& 
over, the Integrator automatically selects the exact time ne 
essary for kill, based on established bacteriological law. Thy 
operator selects temperature only, leaving correct selection! 
exposure period to the sterilizer’s automatic control system 
Recording instruments monitor successful attainment of ster 
ilizing conditions. Chance of human error in exposure setting 
is eliminated. Chart 2. shows how Integrator has been eng 
neered to follow established bacterial kill time, while adding: 


by Richard D. Castle 


built-in safety margin. 
CHART NO. 2 
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@ In operation, the Integrator automatically compensates 10 
temperature variations due to rise or drop of steam pressure 0! 
other causes. Should temperature drop within the 275-250 f 
range, the exposure period is automatically extended for the tim 
required at the lower temperature. Other high vacuum system 
rely on clock mechanisms which necessitate recycling of th 
entire timing phase when temperatures fall below the pres! 
level. This not only lengthens total cycle time, but acceler: 
ates deterioration of fabrics and rubber. 

@ First production models of the OrthoVac Sterilizer will be i 
stalled in hospitals this year. Based on Drayton's experience 
England, the OrthoVac System has been developed as a cont 
console to permit on-the-job conversion of many existing down: 
ward displacement’’ sterilizers. The console design will allo 
hospitals to convert present sterilizers to the safer. more efficie” 
High Vacuum System without spending the additional dest 
necessary to purchase a complete new sterilizer, or « tering pres" 
sterilizer facilities to accommodate additional sterilizing equipme™ 


For further information on OrthoVac write for Bulletin H-283. 
WILMOT CASTLE COMPANY, 1805 E. Henrietta Rd., Rochester 18, New York 


*Trademark Wilmot Castle Company 
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Subsidiary of Ritter Company Inc. 
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verature~ Selection of Tests and Technics 
Orthove@ ests and technics in the lab 
ing phas: should be selected for the particular 
F.fourpose, the particular laboratory, 
ime ne 
law. T and the particular person doing the 
lection test. A person may be suited for one 
. test and the test suited for the per- 
Ste 
-e settinx While another test may be to- 
etting 
greg tally unsuited for a person—it de- 
Bends on the person’s background, 
temperament, and so on. Also, the 
tet will depend upon the equip- 
ment available. 

It is desirable to have both a 
master technic book containing se- 
lected technics for each department, 
as well as separate technic books for 
each department. The technic se- 
lected should be simple and as easy 
as possible with sufficient accuracy 
for the purpose. 

an An example of a technic that 
suits this laboratory fine but seems 
not to have been accepted generally 
a is the paraffin swab method for pin- 
worm ova below. As modified by 
one of our technologists, this seems 
nsates fo! Clinical and _ research labora 
asurect The Myers Clinic and Broaddus 
ressure* Hospital, Philippi, W. Va. 
15-250" F 
yr the time 
a systems 
ng of the 
he 
accelet- 
t Illustration 1: This photograph shows an Rh 
vill baie lamp which, when purchased from a well- 
known distrib 
ertence ir stributor was found to be too hot. 
a contri Note that four additional holes were bored in 
ig “down: the back and an extra glass was placed be- 
will allo neath the opal glass in order to reduce the 
re efficies: ‘emperature to 40-45° C. (The opal glass 
nal been withdrawn to show the location 
ips of the extra, clear glass). Also, note the ther- 


mometer which 


: attaches to the glass and 
shows accurately the temperature at any time. 


Accuracy and Error in the Lab, Part V: 


Selection of Tests, Materials, Equipment 


By E. E. Myers, M.D.* 


to us to be the perfect method, and 
we have had good results with it. 


Paraffin- Vaseline Swab 
for Detection of Ova of Enterobius 
Vermicularis 
Materials: 
1. Cotton swabs. 
2. Some type of measuring spoon. 
3. Paraffin. 
4. Vaseline. 
5. Beaker. 
6. Pan of boiling water. 
7. Glass storing bottle. 
8. 15 ml. centrifuge tubes. 
9. Xylol. 


Preparation of P-V Swabs: 

Make medium-sized cotton swabs, 
using applicator sticks and cotton. 
With the measuring spoon, place one 
part paraffin and four parts vase- 
line into a beaker. (Any amount of 
mixture can be prepared at one 
time, using this ratio.) 

Heat the mixture by placing the 
beaker in a pan of boiling water un- 
till the paraffin-vaseline is melted. 
While the mixture is still warm, dip 
in the cotton swabs, one by one. (If 
the mixture is too hot, it may be 


necessary to dip the swabs more 
than once in order to coat them 
sufficiently.) 

Let the dipped swabs cool. (If the 
swabs are placed on a table to cool, 
care should be taken to avoid touch- 
ing any surface with coated end of 
swab.) 

Store the prepared swabs in a 
glass container or in 15 ml. centri- 
fuge tubes. (P-V swabs should be 
stored in a refrigerator during sum- 
mer months, if at all possible.) 
Method of Collection and Examina- 
tion 

Remove swab from centrifuge 
tube, swab around the anal folds, 
and insert about one-fourth inch of 
the swab into the anus. 

Replace swab in centrifuge tube 
and half fill the tube with xylol. Let 
stand until the xylol has dissolved 
the paraffin-vaseline mixture (about 
five minutes). Then remove the 
swab with a pressing, rotating mo- 
tion, and discard swab. 

Centrifuge the remaining solu- 
tion at a moderate rate of speed for 
five minutes. Next, remove the sedi- 
ment from the bottom of the cen- 


=7502 
LINEN 
INSPECTION STATION 


Affords uniformly illuminated 
work surface on which gowns, 
drapes and other surgical linen 
can be inspected for pin holes, 
tears, etc. . .. special shadowless 
glass light panel . . . time saving 

. . exacting . . . attractively 
designed in white formica with 
natural birch end and side 
panels... 72”L x 36”W x 37”H. 


#2010 
PORT-O-SHELF TRUCK 


Rugged yet lightweight .. . all 
aluminum construction ... for 
transportation of linen or 
Central Supply-Pharmacy sup- 
plies .. . adjustable shelves 
... recessed top shelf... 
24"W x 61”L x 55”H .. . 57 lbs. 
Request Bulletin 16 


THE MACBICK COMPANY 
243 BROADWAY, CAMBRIDGE, MASS., U.S.A. 


Illustration 2: Every test done in a laboratory involves apparatus. With every use these que 
tions arise: Is the apparatus accurate? Is it calibrated correctly? Is the maintenance proper? ki 


clean? Is it adequate for the purpose? 


trifuge tube, using a capillary pipette 
and rubber bulb. Place sediment on 
slide and cover with cover slip. Ex- 
amine sediment under microscope 
for ova. 


References 
“An Anal Swab Method for Detec- 
tion of Enterobius Vermicularis,’ by 
R. L. Markey (South Bend [Ind.] 
Medical Foundation, Inc.) American 
Journal of Clinical Pathology, Vol. 
20, No. 5, May 1950, p. 493. 
Modified by Miss Clementa Rose 
Proudfoot, M.T. (ASCP). 


Materials, Chemicals, Reagents 

Materials, chemicals, and reagents 
should generally be of the highest 
quality, reagent grade preferably: 
they should be obtained from reli- 
able companies and stored accord- 
ing to the manufacturer; and solu- 
tions should be made up according 
to what has been found best by 
users of the tests. 

Few books give good information 
regarding storage, but the Manual, 
Biochemical Laboratories, Graduate 
Hospital, University of Pennsylva- 
nia, by Keller, is excellent in this 
respect. 

Some chemicals are specified in 
technics as to the manufacturer or 


For further information see postcard opposite page 126. 


grade, and these instructions should 
be carefully followed. Some less pur 
chemicals work better 
tests. 


for some 


Equipment and Apparatus 


Probably the most important part 
of laboratory accuracy depends upon 
the equipment and apparatus used 
No one, however well trained, can 
do good work with poor apparatus 
However, it should be _ recognized 
that all apparatus and instruments 
have some inherent or unavoidable 
errors. 

A “bureau of standards” to puta 
mark of approval on apparatus 
badly needed, since some apparatus 
is totally unsuited or is inadequate 
for the purpose for which it is made 
Since there is no standardizing body 
as yet, however, the purchase 
must rely upon the reputation of the 
manufacturer and distributor. 

The apparatus should be tested t 
be sure of proper performance le 
fore it is put to use. Illustration! 
shows an Rh lamp that was found 
have a temperature far higher tha 
it should be, which would tend 
cause false positive results. This a 
paratus had to be altered considet 
ably to make it satisfactory. 

(See Part VI in June issue) 
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HOSPITAL WITH THIS NEW © 
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HOW DOES THE “SCOTCH” BRAND SURGICAL 
MASK COMPARE IN FILTERING EFFICIENCY WITH 
GAUZE MASKS? 


In hundreds of controlled comparative tests (utiliz- 
ing both in-use and mechanical sampling methods 
... both new and used masks...both brief and 
sustained testing periods) the “SCOTCH” Surgical 
Mask averaged up to 35 times more effective than 
gauze in filtering out airborne bacteria. 


TYPICAL TEST RESULT: (masked subjects, 2 min- 
ute test period) 


“SCOTCH” SURGICAL MASK. Test shows development 
1 of average of only 3 colonies. “SCOTCH” Surgical Mask 
® removed average of 99.4% of airborne organisms. 


STANDARD GAUZE MASK. Average of 105 colonies devel- 
2 oped. Test series indicated gauze mask removed av- 
@ erage of only 76.4% of organisms. 


for two minutes to unmasked subjects. Average growth 


3 NO MASK. As a control, series of plates were exposed 
® was 445 colonies. 


HERE ARE THE FACTS 
NEW SCOTCH SURGICAL MASK 


For further information see postcard opposite page 126. 


WHY IS THE DESIGN AND CONSTRUCTION OF 
THE “SCOTCH” SURGICAL MASK SO EFFICIENT? 


The “SCOTCH” Surgical Mask is molded of a new 
stabilized-porosity synthetic fabric with an unusu- 
ally high filtration capacity. Unlike soft, woven 
fabrics such as gauze, its built-in porosity is perma. 
nent. There is little or no variation from mask to 
mask and no radical loss of efficiency due to com- 
pression, matting, or wetting during use. 


HOW DOES THE CONTOURED SHAPE OF THE 
MASK INCREASE ITS FILTERING EFFICIENCY? 


Because it is held away from the mouth and nos 
trils, virtually the entire inner surface of the 
“SCOTCH” Surgical Mask acts as a filter. Exhaled 
moisture droplets are not propelled through a small 
area, but are dissipated at low velocity within the 
mask. 


MUST THE “SCOTCH” SURGICAL MASK BE 
CHANGED DURING PROLONGED PROCEDURES? 


Rarely.Whereas gauze masks rapidly lose efficiency 
due to wetting and must be changed frequently, the 
“SCOTCH” Surgical Mask shows little or no drop- 
off in filtering effectiveness in extended use. 


HOW IS LEAKAGE AROUND THE MASK EDGES 
CONTROLLED? 


The adjustable nose piece, contour shape and elas- 
tic band of the “SCOTCH” Surgical Mask provide 
a close fit that minimizes air leakage. Fogging of 
glasses is almost totally eliminated. 


DOES THE MASK’S HIGH FILTRATION MAKE 
BREATHING DIFFICULT? 


Not at all. Because of its large effective filtering 
area, breathing is actually easy. There is no Sig- 
nificant CO, build-up within the mask. Speech is 
not muffled. 


WHAT ABOUT COMFORT? 


The “SCOTCH” Surgical Mask has been called “the 
most comfortable yet.” It is lightweight (9 masks 
weigh only one ounce). Measured skin tempera 
tures have proved 1° cooler than inside gauze 
masks. Vision is not obstructed. Elastic band holds 
mask in correct position without slipping or bind- 
ing. There are no strings to tie or adjust. 
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Enthusiastically accepted. The “SCOTCH” Surgical Mask shown in use in a leading midwestern hospital—one of the many 
DGES institutions that have already standardized on this high-filtration disposable mask. 


IS THE “SCOTCH” SURGICAL MASK EXPENSIVE boxes, $54.00. Or, for free samples and additional 
TO USE? literature, contact your 3M Sales Representative 
No. An independent six-month cost study ata lead- or write to 3M Company, Dept. NAM-51, 900 Bush 
ing hospital showed virtually identical over-all costs Avenue, St. Paul 6, Minnesota. 

whether the “SCOTCH” Surgical Mask or gauze oS 


|AKE masks were used. “SCOTCH” Surgical Masks cost 
approximately 9 cents each at quantity prices... 
sring eliminate all inspection, laundry and re-steriliza- 


tion costs. 
osts BRAND 


sh is CAN THE MASK BE AUTOCLAVED? 
Yes. While this mask is designed and priced to be 
fully disposable, it may be steam autoclaved with 


no loss of filtering efficiency. 


“the HOW CAN YOU TRY THE “SCOTCH” SURGICAL “4 
asks MASK IN YOUR HOSPITAL? 
era- Your surgical supply dealer can fill your trial order 


auze promptly—box of 50 masks, only $6.00; case of 10 NO. 8300 

olds 

ind- MINNESOTA MINING AND MANUFACTURING COMPANY ES 
.. .WHERE RESEARCH THE KEY TO -omorrow 


PATENT PENOING SCOTCH” is a registered trademark of 3M Co. COPYRIGHT 3M CO., 1961 
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EVERY COMMUNITY rests upon a triangle of accomplish- Wa} 

ment—protecting its families and assuring their future. gen 

The three points of this triangle are the Church, the chi 

School, and the Hospital. fos! 

As a vital partner in community life, local hospitals f 

are continuously investigating new ways in which to im- tiv 

prove facilities. In this way, patients are assured of the inc 

best health care medical science can provide. The use of 

wonder drugs, advanced diagnostic equipment, and mod- va 

ern medical and surgical techniques all help toward this M. 

end. Ur 
And hospitals go even further in their efforts to safe- 

guard community families. Hospital personnel—specialists I 

in the field of health care—are carefully chosen so that ; 

their combined skills provide patients with more rapid 0 

recovery and shorter hospital stays. In 

We would like to take the occasion of National Hos- tr 

pital Week—May 7-13, 1961—to add our congratulations * 

to hospitals throughout the country for their contribution 1) 

to the health and security of the community. m 

ti 


Health Insurance Council 


Representing the nation’s insurance companies 
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American Academy of Pediatrics 


Placental Transfer, 


Fetal Susceptibility 


Topics presents representative abstracts from _ the 
Spring Meeting, American Academy of Pediatrics, held 
April 10-12 in Washington, D.C. 


Genes Provide Individual’s Potentials; 

Environment Determines Development 
The current interest in genetics has raised questions 
about genetic control, if any, over normal intelligence. 
Genetics is a study of the heritable components of 
variation. Genes provide a list of developmental po- 
tentialities. The individual’s development depends on 
his environment. 

The problem with respect to intelligence, normal or 
otherwise, is to understand the hereditary components 
in order to exploit them to the maximum. Though we 
are all aware of the hazards in the use of the various 
intelligence tests, we assume that with them we are 
measuring in some degree the individual’s capacity for 
adaptation in various situations and his capacity to 
work toward goals and aims. 

When we examine the intelligence quotient we find 
we cannot separate people into two groups. Intelligence 
is a continuously distributed characteristic. The only 
way to investigate whether these distributions have any 
genetic factors is to study a child’s relatives. Adoptive 
children tend to have IQ’s closer to those of their 
foster parents than to those of their natural parents. 

An important point is that mating tends to be selec- 
tive regarding intelligence; people are inclined to marry 
individuals with similar intelligence. 

Intelligence must be seen as the accumulation of 
various processes under genetic control.—Barton Childs, 
M. D., associate professor of pediatrics, Johns Hopkins 
University School of Medicine, Baltimore. 


Tells Factors in Passage 
Of Infections, Fetal Susceptibility 

ection in utero rarely occurs. For infection to be 
transmitted to the fetus, generally a viremia or parasite- 
mia must occur, and generally the infection must take 
place early in pregnancy (rubella in the first three 


months of pregnancy, for example). There are excep- 
tions to these rules. 
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Studied by AAP 


The factors which might affect transplacental passage 
of infections include pathogenic properties of micro- 
organisms, factors of host defense (maternal), and the 
the time at which the transfer takes place. Possible 
determinants of fetal susceptibility are: (1) inadequacy 
of defense at portals of entry; (2) relative deficiency of 
the reticuloendothelial system; (3) relative deficiency of 
inflammatory response; (4) gamma globulin deficiency: 
(5) altered bloodbrain barrier, and (6) increased sus- 
ceptibility of cells to infectious destruction.—Donald N. 
Medearis, Jr., M. D., assistant professor of microbiology 
and assistant professor of pediatrics, Johns Hopkins 
University School of Medicine, Baltimore. 


Viruses Cause 60% of Respiratory 

Ailments Requiring Hospitalization 

Viruses cause more than 60 percent of the severe 
respiratory-tract infections requiring hospitalization in 
children, we found in a continuing three-year study 
at Children’s Hospital in Washington. 


T. A. Carbonilla, M.D. (I.), Children’s Hospital Medical Center, Boston, 
amplifies on exhibit data showing the effectiveness of penicillin prophy- 
laxis in the prevention of streptococcal infection in children with rheu- 
matic fever. Average rate of total group A streptococcal infection for 
rheumatic children protected with continuous intramuscular or oral 
penicillin was 0.18 per person/year (a 78 percent reduction). Interested 
observer is Robert P. Hardman, M.D., University of Colorado Medical 
Center, Denver. 
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The study involved 1,500 children hospitalized for 
respiratory-tract infections, 2,500 ambulatory patients, 
and 2,450 patients hospitalized for other conditions, 
who were used as control group. 

Viruses were associated with 71 percent of all croup 
cases, 59 percent of the bronchial pneumonia cases, 
59 percent of the bronchiolitis cases, and 58 percent 
of the bronchitis cases. 

The para-influenza viruses and the respiratory syn- 
cytial viruses were most frequently involved in the 
severe infections. 

Immunization in early infancy might well prevent 
severe infection the first time, and booster shots might 
prevent cold-like illnesses in later life. However, ap- 
proaches to vaccine prevention must include attention 
to all the agents involved, and at the present time 
no vaccine is available for the agents that seem to be 
most important. The only group of agents for which 
there is specific therapy is the Eaton-Liu group. The 
tetracyclines have proved effective against viruses in 
this group.—Robert H. Parrott, M. D., clinical professor 
of pediatrics, Georgetown University School of Medicine, 
and George Washington University School of Medicine, 
and director, research foundation, Children’s Hospital 
of the District of Columbia, Washington, D. C. 


Study Effects of Maternal Deprivation 
On Hospitalized Children 
Maternal deprivation—the absence of a satisfactory re- 
lationship between the child and his mother or of a 
continuing relationship between the child and a mother 
figure—has been found to be of great importance in 
the management of institutions caring for children. 
During the last eight years we have attempted to 
carry out a continuing psychodynamic study of every 
aspect of hospital life, being aware of the concept of 
maternal deprivation. Our 50 patients range from new- 
born infants to 6-year-olds, and some have been hos- 
pitalized for prolonged periods. 


Robert B. Sullivan, M.D. (I.), aitending pediatrician and psychiatric con- 
sultant at Children’s Convalescent Hospital, Washington, D.C., de- 
scribed the study at the hospital of the effects of maternal deprivation 
on hospitalized children. Shown with him is Kurt Glaser, M.D., clinical 
director, Rosewood State Training School, Baltimore, who discussed Dr. 
Sullivan’s paper. 


68 


We provide a mother substitute, whom we call ; 
group mother, for every seven or eight children. Th, 
children with special problems may be assigned rea 
“special.” 

The maternally deprived child often comes to us from 
a background of great sociological pathology, so that 
it sometimes takes weeks or even years for him to 
learn what is both pleasurable to him and pleasurable 


to others. A child may be quite unlikable. We coordinat: 
the activities of all personnel in dealing with him, y 
that different approaches are not used. 

A child may exhibit one of the auto-erotic phenomen, 
such as rocking or hair-twisting; auto-aggressive activi. 
ties, such as face-slapping, headbanging, skin scraping 
and gouging; or bizarre phenomena, such as eating dir 
or feces. We make an effort to help him pass from 
auto-aggressive to auto-erotic activities to normal “ob. 
ject-relatedness”—a pleasurable relationship with some. 
one or something. The “object” may be the child him. 
self or a part of himself; another person or a part of 
another person; or a thing. 

This concept of the growth of “object-relatedness’ 
has been found of great value, and it is understandable 
even to lay personnel.—Robert B. Sullivan, MD, 
clinical assistant professor of pediatrics, Georgetown 
University School of Medicine, and attending pediatri- 
cian and psychiatric consultant, Children’s Convalescent 
Hospital, Washington, D. C. 


Placental Transfer: 


Most Drugs Pass Across Placenta; 
Effects of Various Agents Studied 


Drugs pass across the placenta by simple diffusion, a 
an over-all rule. There are five basic factors in diffusion: 
(1) degree of ionization (un-ionized forms pass across: 
(2) lipid solubility (a compound that is highly lipid- 
soluble gets across very rapidly; (3) concentration grad- 
ient (for example, succinylcholine normally does not 
go across, but with large doses we can overcome any 
lipid barrier which is present); (4) surface area and 
thickness of membrane, and (5) molecular weight. The 
last one was thought very important for many years: 
now we have found that the first two are more impor- 
tant. 

Whatever drug could not get across the placental 
carrier also could not get across the blood-brain 
barrier to help the mother. 

Thiopental sodium gets across the placenta very rapid- 
ly, much of it in one minute. Within two to three 
minutes, equilibrium between mother and baby is es 
tablished. Yet most babies are born crying and in good 
condition, other factors being equal. We are using @ 
small or modest dose of the anesthetic. Thiopental, es 
pecially when combined with nitrous oxide, is very 
rapidly gotten rid of by the mother and, we hope, 
by the baby. 

Tranquilizers: Only Phenergan has been studied thor- 
oughly. It gets across rapidly, beginning in one or two 
minutes. Equilibrium is achieved within nine or 10 
minutes. If this drug is used alone and in large doses, 
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tabies do not come out depressed, because they are 
breathing all right—but they are tranquilized. 

Narcotics: Placental transfer has been established for 
neperidine hydrochloride (Demerol). Morphine has 
heen found to cause pinpoint pupils, depression, and 
gme withdrawal symptoms in the infant (also in utero, 
gme physicians say). 

Narcotic antagonists: There have been no studies on 
the placental transfer of these agents, given to counter- 
at depression in mother and infant. 

Belladonna: Placental transfer has been established; 
belladonna has been found in urine of the newborn. 
Ithas not been found to cause depression in infants. 

Gaseous and volatile anesthetics: All get across the 
placenta very rapidly. If they are used for longer peri- 
ods, they cause depression in infants. In general, if 
they are used for anesthesia, depression results, but if 
they are used for analgesia, there is no depression. 

Muscle relaxants: When used in clinical doses, they 
do not get across. It is necessary to use 1,000 times 
the minimum dose before the baby is affected. Virtually 
all drugs used in obstetrics get across, with the excep- 
tion of the muscle relaxants——Frank Moya, M.D., as- 
sistant professor, Columbia University College of Phy- 
sicians and Surgeons, New York City. 


litle Data Available on Antibiotic 


Transfer; Possible Hazards Listed 

Premature rupture of the membrane is one of the few 
indications for antimicrobial therapy during pregnancy. 
Antibiotics are also used for ordinary indications in the 
mother during pregnancy. 

What are the benefits of the apparently free inter- 
change of antibiotics through the placenta? Little data 
is available on the effects of prenatal long- or short- 
term antimicrobial therapy. It is generally considered 
beneficial to the infant if it helps the mother. 

After birth, however, the infant is forced to rely 
on his own relatively immature enzyme system. Chlor- 
amphenicol is slowly cleared from his system. It seems 
advisable to caution against the use of the newer 
sulfa preparations in the woman near term, because of 
the danger of kernicterus in the infant. Following tetra- 
cyline administration, there is a fluorescent glow in the 
bone. We do not yet know whether this is good or bad. 

It is unfortunate that there is no federal regulation 
requiring the testing of new drugs on pregnant and new- 
born animals before they are released.—Sidney Q. Coh- 
lan, M.D., associate professor of pediatrics, New York 
University Medical Center, New York City. 


Minimal Brain Damage Can Cause 
Problems in Behavior, Learning Abilities 
Cerebral dysfunction, not detectable by the usual neuro- 
logical examination, can cause deviations in behavior 
and learning performance. Psychological testing may 
Yield positive evidence of organic dysfunction, although 
the neurological examination is negative. 

Peculiarities in over-all behavior, deficiencies in 
learning abilities, and minor auditory and visual per- 
‘eptual deviations may not become manifest until the 
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The incidence of enterobiasis among children in the United States is as 
high as 30 percent, according to Emanuel Dubow, M.D., chief, depart- 
ment of pediatrics, Beekman-Downtown Hospital, New York City, who 
presented a scientific exhibit about the disease. He reported success in 
treatment with the use of piperazine in combination with a standardized 
senna derivative. 


late pre-school or early school years (ages 5 to 11). 
Clinical manifestations vary with the age of the patient 
and the severity of the abnormality. The usual present- 
ing complaint is that of over-all academic deficiency. 

Characteristically there is absence of specific signs, 
although some difficulty in motor co-ordination, awk- 
wardness, strabismus, and an abnormal EEG are found 
in a greater percent of brain-injured children than in 
control subjects. 

Hyperkinesis and distractibility are the most frequent- 
ly-seen symptoms. The child cannot ignore stimuli 
which are “screened out” by normal children. His 
over-all behavior is disorganized, disruptive, and ex- 
tremely difficult to tolerate. The task of learning be- 
comes very difficult. 

It is probably significant that pregnancy complica- 
tions, prematurity, and perinatal difficulties are fre- 
quently noted in the histories of mother and child. 

It is important to differentiate in diagnosis between 
the youngster who may be brain-damaged and the 
one who may be neurotic, psychotic, or autistic. It is 
difficult to ignore the strikingly high incidence of psy- 
chopathology in the families of brain-damaged children. 
It seems likely that these children have a lowered 
emotional threshold as a result of cerebral disorganiza- 
tion, making them more susceptible to stresses which 
might be well handled by normal children. 

The brain-injured child has excessive needs for un-~ 
derstanding, affection, guidance, and well-directed chil- 
dren. His parents may be incapable of meeting these 
needs. 

Drugs have been helpful in controlling these children. 
Hyperactivity can be expected to diminish shortly after 
puberty, with or without medication. 

(Continued on next page) 
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"THE NEW, ORIGINAL 5 MINUTE 
ENEMA SOLUTION in the 
disposable plastic container with — 
the self-lubricating 


Clyserol, now the standard enema 
in thousands of hospitals and 
clinics, has proved safer and 
more efficient than SS enemas 
. easier to administer... 
more acceptable to patients of 
all ages . . . and such a time- 
saver for personnel that its small 
purchase price is quickly repaid. 


Available through your local 
surgical supply dealer. 


Write Today For Information and 


FREE SAMPLES!... 


1533. WEST RENO, OKLAHOMA CITY, OKLAHOMA 


CLYSEROL LABORATORIES, INC. 


DEMAND THE GENUINE 
“RAPITUBE" 


SPECIALLY PROCESSED FOR HOSPITAL USE 


Place catheters, long instruments, tubes, syringes, etc. in Rapitube. 
Close the ends of the tubing and place in autoclave. Steam pene- 
trates this newly developed tubing through countless tiny pores, 
so small that proteins and bacteria cannot pass. After steriliza- 
tion, leave the instruments in Rapitube and they'll remain in 


Sterile condition so long as the Rapitube is not opened or 
perforated. 


You can sterilize instruments far in advance of actual use. Rapitube 
is transparent, it lets you see clearly what's inside. Join the 
hundreds of hospitals that are using this new technique to save 
time, labor and money. 


Supplied in 32 ft. or 40-ft. lengths (depending upon diameter) 
compressed to 9” sticks. 


FIVE SIZES (FLAT) 
22 MM; 40 MM; 60 MM; 100 MM; 120 MM 
YOUR DEALER CAN SUPPLY IT, OR WRITE, GIVING HIS NAME 
DUXE PRODUCTS 


P.O. BOX 1192 CINCINNATI 1, OHIO 
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The full significance of minimal brain damage in chil. 
dren is not yet known and must await the day whe, 
the medical and paramedical disciplines learn to com. 
municate with and complement one another. Some edy. 
cators, psychologists, and others have been aware fg, 
many years of the significance of minimal brain damage 
Some children being treated in special centers, such 
as those for speech and hearing problems, have neve 
been thoroughly studied. In an age of specializatio; 
we have not cultivated the interchange of ideas neces. 
sary for mutual understanding of this complex prob. 
lem, which crosses many boundaries.—Raymond | 
Clemmens, M. D., director, Central Evaluation Clinic 
for Handicapped Children, University of Marylang 
School of Medicine, Baltimore. 


Only Two Groups in U.S. Have 

Adequate Polio Protection 

Only two groups in the population of the United State 
are adequately immunized against poliomyelitis: chil 
dren under the care of pediatricians and adults in mili- 
tary service. This problem of inadequate immunization 
goes beyond polio; people who are delinquent in getting 
protection against polio are also delinquent in getting 
protection against other diseases. 

A study now under way in Columbus, Ga., is aimed 
at determining how an entire community can be in- 
munized. Killed vaccine will be used, but it is hoped 
that principles will be found which can be applied to 
the use of live vaccine. 

With enough determination and effort it would prob- 
ably be possible to eliminate paralytic polio by using 
either vaccine. Probably the best results will bk 
achieved by the use of both. It seems almost certain 
that only the killed-virus vaccine will be used for 
immunization efforts this year. Though some live vaccine 
will be available, most of it will be used in controlled 
studies——Joseph E. Smadel, M. D., chief, laboratory 
of virology and rickettsiology, Division of Biologics 
Standards, National Institutes of Health, Bethesda, Md 


Diarrhea Alone Seems Most Serious: 

Symptom in Colitis in Children 

Chronic ulcerative colitis in children may begin a 
any age. The etiology of this disease is still unknown 
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Primary symptoms are blood, pus, and diarrhea. Other 
symptoms are dehydration, anemia, inflammation, anore- 
xia, nausea and vomiting, hypersensitivity, late matura- 
tion or stunting, and emotional immaturity. 
Apparently bleeding is not as serious a symptom i 
children as in adults with the disease. In 60 children, 
bleeding was present earlier than diarrhea. In 32 of the 
60 who were followed for more than three years, }! 
of the 16 who had bleeding as a primary symptom 
were well, and the other two were moderately well 
Of four patients who had bleeding and diarrhea, one 
was well, and the other three were moderately well 
The 12 who had diarrhea alone showed the least favor- 
able progress: three were well, two were moderately 
well, and the remaining seven were in poor condition 
About 50 percent of the patients we have been fol- 
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iwing are being followed in conjunction with psy- 
+hiatrists. However, psychiatry is not curative of 
jcerative colitis. The disease should be treated first— 
yefore the patient is referred to a psychiatrist. 

At the present time the criteria for colectomy in 
these children are: (1) continuation of the disease for 
more than three years in a child who has primarily 
had diarrhea as a persistent symptoms, and (2) a child 
who requires steroids for treatment, who is approaching 
,dolescence, and whose growth has been affected. 
The various symptoms of ulcerative colitis may be 
yeated individually. Tranquilizers have no effect on the 
ourse of the disease. Some tend to cause bleeding, 
and others are toxic. The number that can be used over 
along period is very limited—Murray Davidson, M. D., 
associate clinical professor of pediatrics, Albert Einstein 
College of Medicine, and director of pediatrics, Bronx 
Hospital, New York City. 


Warns of Steroid Therapy Hazards; 

Advises Gradual Withdrawal 

The use of corticosteroids in children should be re- 
stricted to diseases which threaten life, produce vital 
organ destruction or serious crippling, or rare chronic 
intractable conditions that restrict the patient and pre- 
vent any form of normal existence. 

The most absolute indication for corticosteroid therapy 
has been established for hematological conditions, such 
as lymphatic leukemia, idiopathic thrombycytopenic 
purpura, acquired hemolytic anemias, and aplastic ane- 
mias; severe rheurnatic disorders and renal conditions, 
severe drug reactions, meningial tuberculosis, idio- 
pathic hypoglycemia, certain infllammatory conditions 
of the eyes, serious chest diseases such as intractable 
asthma and sarcoidosis, and endocrinopathies such as 
the adrenal genital syndrome and Addison’s disease. 
Because severe complications too often accompany 
high dosages, the minimum amounts of corticosteroids 
that will suppress the serious aspects of a disease are 
desirable. In most of the inflammatory states in which 
they are used, an initial large dosage is required. This 
is tapered to the lowest possible maintenance dosage. 
Side-effects of major importance—such as hyperten- 
sion, vasculitis, impending or frank organic psychoses, 
convulsions, peripheral neuritis, fractures, ulcers, catar- 
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racts, and diabetes are serious considerations against 
the continuation of steroid therapy. Minor side-effects, 
such as cushingoid features, mild personality changes, 
and gastritis, are aften controllable by simple measures 
such as diet, antacids, or tranquilizers. 

Varying degrees of growth arrest may be seen in 
children receiving corticosteroids, but low-dosage ther- 
apy is compatible with relatively good growth rates. 
Children show growth spurts following discontinuation 
of therapy. 

Discontinuation of steroid therapy must be initiated 
with careful consideration of individual problems of 
the patient, because many side-effects are accentuated 
by too rapid weaning of the suppressive steroid. Patients 
May actually appear to be addicted to the steroid. 
Indiscriminate discontinuation may endanger life 
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from a full-blown toxic crisis. For this reason parents 
must be made to understand that a child receiving 
corticosteroids must receive the drug regularly and on 
schedule. A break in schedule may be courting disaster. 
—Thomas A. Good, M. D., assistant professor of pediat- 
rics, University of Maryland School of Medicine, Balti- 
more. 


One Tablespoonful of Salt 


Can Poison Infant Severely 

Less than a tablespoonful of common table salt can 
poison severely even a healthy infant. Although salt 
poisoning is not a common occurrence, when it does 
occur it can have a disastrous outcome. Severe brain 
damage or death may result. 

The symptoms are not completely specific and may 
be confusing. Vomiting occurs, but surprisingly little. 
There are central nervous system symptoms. Six of 
seven children recently seen were sick enough to be 
admitted to the hospital with diagnoses of pneumonia or 
bronchiolitis. 

The kidney does not adapt to remove excess salt; 
it is removed very slowly. Concentrations in the urine 
are less than concentrations in the plasma. 

A possible treatment is peritoneal dialysis with 5% 
glucose. To us this seems to be a worthwhile technic. 
—Laurence Finberg, M. D., assistant professor of pediat- 
rics, John Hopkins University School of Medicine, and 
associate chief pediatrician, Baltimore City Hospitals. 


IMPROVE 
OPERATING ROOM EFFICIENCY 


Use Steri-Spools® in a 
Halliday Wire Cutting 
Dispenser 

Superior Surgical Wire on 
stainless steel spools. Ready 


to autoclave. 
B&S Gauge 18 to 40. 


NO SNARLS — NO KINKS 
NO WASTE 


If your dealer cannot supply, 
write to the manufacturer — 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 
LOS ANGELES 46, CALIF. 


 there’s nothing like 
‘“MARVELLA” | 
NURSE’S | 
SURGERY CAP 
 MLUSTRATED CATALOG 
HOLLYWOOD 


TURBAN PRODUCTS CO. 


1104 S$. Wabash Ave., Chicago 5, Ill. 


For further information see postcard opposite page 126. 71 
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automatic 
tying of 


umbilical cord 
in 20 seconds 


with the 


GRAVE GUN 


-\ Slack cord is looped over 
A\ hook at desired distance 
from umbilicus. 


Dp.) Trigger pull draws cord 
into barrel. 


Dy SALAR 


The Graviee Gun provides a sim- 
ple, positive, one-hand method 
for ligating umbilical cords of 
any size: Assures immediate and 
permanent hemostasis . . . pre- 
vents neonatal stump infections 
resulting from contaminated 
tapes or hands. Cords may be 
stripped if desired. The Graviee 
Gun is sterilized by any of the 
conventional methods.! 


Write for reprint and descriptive literature: 


J. Sklar Manufacturing Co., Long Island City 4, N.Y. 


L) Additional pull slips sterile 
( rubber band around cord. 


> ligated cord. 


Release of trigger 
1D) automatically delivers 


Cord is clamped distally 
and cut in the usual manner. 


1. Graviee, L. C., and Jones, W. N.: Obst. & Gynec. 15:43 (Jan.) 1960. # u. s. pat. No. 2,942,604. 


For further information see postcard opposite page 126. 
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Medical Aspects 


of Marriage 


Obstetricians, pediatricians, and psychiatrists joined to 


present a symposium on “Medical Aspects of Marriage” 
in Miami recently. The symposium was under the aus- 
pices of the University of Miami School of Medicine and 
the American Medical Congress on Marriage and the 
Family. 

Topics at the one-day meeting included: The obste- 
trician’s role as a family friend and adviser, the diag- 
nosis and treatment of premarital and marital ills, be- 
havior patterns in children reflecting their family situa- 
tions, and medical care of the adolescent. 

The properly-oriented obstetrician, declared Robert 
N. Rutherford, M.D., Seattle,, Wash., leaves far behind 
the technical details of his specialty and becomes as well 
the educator of the family unit. 

“With the certainties of modern diagnosis and of mod- 
ern therapeusis, the conscientious physician can occupy 
himself again with the traditional weapons of his pro- 
fession—sympathetic instruction and support and ad- 
vice through life’s various episodes for the family he is 
aiding in starting, increasing, and maintaining profes- 
sionally,” said Dr. Rutherford, who is chief of obstetrics, 
Virginia Mason Hospital, Seattle, and assistant clinical 
professor of obstetrics and gynecology, University of 
Washington School of Medicine. 

Dr. Rutherford discussed use of a “spousability” test, 
in which each marriage participant answers 180 ques- 
tions about self and partner. Results are graded by a 
psychologist and compared with normal ranges. 

Edward L. Bortz, M.D., Philadelphia, long interested 
in geriatric medicine, commented on the need for a 
broader concept of medicine which would consider the 
family as a whole. 

“The question of family involvement with illness is an 
accepted and demonstrated fact,” he said. “The whole- 
some family unit which will unfold to offer each mem- 
ber the greatest opportunity for optimum development 
will be one in which the youngsters will contribute their 
part to the family unit, and derive benefits from the 
older members. Likewise, the older members can learn 
from the young and can make their contribution to 
the fulfillment of the youngsters in their several spheres 
of growth to maturity.” , 

Many marital problems are brought to the physician 
under the guise of related health problems, problems of 
reproduction, or other difficulties, warned Lena Levine, 
MD.,, psychiatrist and gynecologist, New York City. 
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She urged physicians to let the patient tell his marital 
history in his own way, and to observe the patient’s be- 
havior—posture, voice, facial expression—while he is 
relating the history. Though both partners should be 
seen together for a few minutes, separate histories 
should be obtained from both, Dr. Levine advised. The 
feeling that the patient can solve his own problems with 
the physician’s help should be encouraged, she said. 

“The physician must determine whether the patient is 
functioning within a normal range of personality,” Dr. 
Levine pointed out. “If there are definite neuroses and 
psychoses, the problems will impinge on the relation- 
ship, and nothing more can be done until the spouse is 
reassured that the troubling behavior is not normal. 
Frequently a spouse will not accept the fact of abnorm- 
alcy even when behavior is outstandingly irregular. 

“It is a diplomatic achievement to let a person know 
he is sick. In one instance, a woman troubled by her 
husband’s behavior was advised to do absolutely every- 
thing he wanted, whether it seemed reasonable or un- 
reasonable. The husband came in to state reluctantly 
that his wife seemed to have improved; that she wasn’t 
such a bad person, and perhaps he had problems too. 
He was guided to psychotherapy.” 

Dr. Levine stressed the importance of physical ex- 
amination before marriage. In 40 states, it is compul- 


Edward M. Litin, M.D. (center), consultant, section of psychiotry, Mayo 
Clinic, Rochester, Minn., was the featured speaker at the luncheon held 
during the one-day symposium. Shown with him are J. Allen Offen, 
M.D., assistant professor of obstetrics and gynecology, University of 
Miami School of Medicine, who was chairman of the luncheon, and 
Lena Levine, M.D., psychiatrist and gynecologist, New York City, a guest 
speaker at the afternoon session. 
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sory to prevent marriage where there is transmissible 
disease, but many physicians who do the required test 
neglect the physical examination, she pointed out. De- 
tailed histories should be taken which include facts of 
the courtship, ages of the partners, their religious faiths, 
and family backgrounds. Histories are given privately. 

The physical examination should include the sexual 
and reproductive systems, and the patient should be 
reassured that everything is “normal,” Dr. Levine said. 
The presence or absence of the hymen should be noted. 

“If it appears that there may be a problem of infer- 
tility, the couple should be urged to start studies im- 
mediately after marriage, even if they have no immedi- 
ate plans for starting a family,” she added. “Contracep- 
tive advice is given. 


Problems in Children 

To understand why a child is disturbed, the physician 
must study the family situation, declared Edward M. 
Litin, M.D., consultant, section of psychiatry, Mayo Clin- 
ic, Rochester, Minn. 

Why is there so much delinquency in children of oth- 
erwise good families? In answer to this oft-posed ques- 
tion, Dr. Litin cited a study made several years ago 
which revealed that one or both parents of the delin- 
quent child was unconsciously fostering a continuation 
of his own delinquent behavior. Essentially, he ex- 
plained, the parent was achieving gratification through 
the child of a problem which should have been resolved 
before parenthood. 

“How is parents’ gratification in a child’s antisocial 
behavior communicated, and why is only one child 
usually involved, while others in the family conform?” 
Dr. Litin continued. “Parental attitudes differ toward 
each child depending on the parents’ own pasts. Some 
variables are sex, chronological position, and the status 
of the marriage at the time of pregnancy. One child is 
unconsciously chosen, depending on any one of many of 
these variables. An adopted child whose behavior can 
be attributed to heredity is an ideal choice. ? 

“The parents communicate their inadequacies by er- 
rors of omission or frank commission. The entranced fa- 
cial expression on a parent during a child’s lie or re- 
count of a misdemeanor conveys to the child the impres- 
sion that the parent is enjoying the event, and the child 
wants to do what he senses gives the parent pleasure.” 

The conscience is not inherited, Dr. Litin emphasized; 
it is molded entirely by the parents. The child learns 
what is right and wrong and by imitation and educa- 
tion incorporates the parents’ concepts. 

“Conscience also develops as a result of what the child 
perceives to be the parent’s image of the child,” he said. 
“For instance, a mother assumes a child will learn hon- 
esty. She can communicate that stealing is forbidden. 
She does not immediately check on an order but as- 
sumes it will be carried out. But a mother with unre- 
solved conflicts cannot be forthright with a child. She 
conveys the impression that an alternate kind of be- 
havior exists. The child identifies with the alternate 
image. 

“A child is not delinquent in multiple areas. Delin- 
quency is usually limited to one or two areas, and the 
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direction depends on the areas in which the paren 
consciences are defective.” 

The parents who gloat over short-changing the grog, 
or who ignore the theft of a trinket from the dime sto, 
and act as though nothing had happened are not follow. 
ing through on the lecture on stealing, Dr. Litin pointe 
out. 

Antisocial behavior needs a direct positive attitud 
he declared, adding that the child is more comfortab); 
in an environment in which there are definite limix 
than in a totally permissive environment. 

“The child who is acting out sexually also has de. 
velopmental problems,” he said. “Misguided moder 
concepts have made sex and bathroom function oper 
books. Attention is too fixed on both to allow health 
development. The child of 5 or 6 gives signs of want. 
ing privacy but is seldom afforded the privilege.” 

A child needs love, but too often parents think this 
must be physical love, Dr. Litin said. Loving a chili 
should mean accepting him as he is, encouraging him 
and giving him a feeling of worth, the speaker ex. 
plained. 

“Only poorly adjusted parents have a need for patho- 
logical closeness with the child. The child cannot defen: 
himself and unconsciously and agreeably complies. N 
son can sleep with his mother while the father sleeps in 
another room and not develop as a hostile person. Per- 
versions and sadistic sexual practices result. The child 
who grows up and marries but cannot love the spouse 
usually has an unconscious hate because of overstimula- 
tion in childhood. Physical love through adolescence 
arouses unconscious hostility and anger.” 

The importance of good training in childhood was 
emphasized also by J. Roswell Gallagher, M.D., chief oi 
the adolescent unit, Children’s Hospital Medical Center, 
Boston. Problems in adolescence grow from experiences 
in early years, according to this pioneer in adolescent 
medicine. 

“Parents need advice about early management and 
training of children,” Dr. Gallagher said. “When a childs 
development needs are not met, an adolescent can be 
expected who seeks recognition in appropriate ways.” 

The adolescent is breaking away from parents and 
home, and needs help and advice from people whom he 
respects outside the family circle, Dr. Gallagher said 
He stressed that the physician should from the start 
foster the sense of independence in the patient. 

“The adolescent has little confidence in himself during 
the process of achieving independence, and it may be 
necessary to make a formerly happy home a little un- 
happy to help the adolescent achieve the confidence he 
needs,” he declared. 

The physician should show an interest in the individ- 
ual as well as in his ailment, Dr. Gallagher emphasized, 
by asking questions about family, friends. activities 
school, and plans for the future. “If he focuses on the 
ailment and shows little interest in the individual, he 
will learn very little of the patient’s feelings. which are 
very important if any therapy is to be effective. The 
adolescent welcomes the support and interest of some- 
one outside the family—someone who is trusted and 
respected and who can be discarded at will.” 
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»» has received medication which 
yl make him feel better. Placebos 
ye also effective in relieving the 
win of angina pectoris and can con- 
ol nausea and vomiting. 


Weaker Sex 
dutlives Mate 
Tunks to “better constitutional re- 
istance to degenerative disease” the 
weragge American woman can look 
‘ward to eight years of widow- 
hood. Claire M. Ryder, M.D., presi- 
jent of the American Women’s Med- 
cal Association told a recent meet- 
ng of the Council of the Medical 
Women’s International Association 
that studies have lately shown the 
urvival chances of women to be 
actually enhanced by the “chronic 
jisease now being experienced 
by the U.S. and Europe. 

In the age group 40 to 70, Dr. 
Ryder says the American male is 
10 percent more vulnerable to car- 
diac disease. Also significant are 
results of recent studies which show 
a 30 percent rise in cardiovascular- 
renal disease rate for men, but a 30 
percent decrease in those diseases 
for women. 

Women, says Dr. Ryder, simply 
take better care of themselves than 
the men do. Most men, unwilling to 
give up the tradition of the unfrag- 
ile male, continue to work when 
they should stay at home under 
medical care. 


U.S. Has 18,000 
Suicides Annually 


Suicide ranks eleventh among the 
causes of deaths in the U.S., ac- 
counting for about 18,000 deaths per 
year, according to statisticians at 
Metropolitan Life Insurance Com- 
pany. This is twice the toll in homi- 
cides, and about 12 times the loss of 
life in all types of aircraft accidents. 
. The relative frequency of suicide 
inthe U.S. is appreciably higher than 
in Canada, the 1958 rates being 10.7 
and 75 per 100,000 respectively. 

is several times the rate in Ire- 
land, Greece, or a number of Latin 
American countries, but no more 
than half that recorded in Austria, 
Hungary, West Germany, or Japan. 
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Spring is the most common season 
for suicide, April being the month 
of greatest frequency. 

Methods of committing suicide 
vary according to sex. Among white 
males, who account for about three- 
fourths of all self-inflicted deaths, 
firearms are most popular. Among 
white females, poisoning outranked 
other methods, according to the 
Metropolitan statisticians. 


Cold, Cold World for 
Newborn in Asphyxia Study 
Cooling body temperatures has 
saved the lives of guinea pigs, rab- 
bits, puppies, mice, and human in- 


fants who suffered asphyxia in the 
first hours after birth. 

Asphyxia is the number one killer 
of infants in their first day of life. It 
affects to some degree four to eight 
percent of babies born and is re- 
sponsible for 15,000 to 20,000 deaths 
annually. 

Dr. James A. Miller, chairman of 
the department of anatomy, Tulane 
University, who has conducted ex- 
periments with hypothermia in as- 
phyxia successfully, pointed out in a 
lecture that death of infants in their 
first year of life has dropped from 
99 per thousand in 1915 to 26 per 
thousand today. 


“cat NO. ANGELES 


For all Technics of Resuscitation including Closed Chest Cardiac Massage 


A two-in-one instrument for both technics of defibrillation and cardiac massage. 


The new Birtcher Evternal-Internal Defibrillator provides automatic or manually 
timed and strength-controlled electrical shocks in two ranges: For internal de- 
fibrillation with the electrodes applied directly to the myocardium; for e.cternal 
defibrillation with the shock passing through the closed chest. The Johns Hopkins 
group advocates and has widely taught the technic of closed chest cardiac massage, 
a technic which makes it mandatory to have an external defibrillator readily at 
hand. Beck, Hosler and others who have advocated open chest cardiac massage 
indicate the urgency of having an internal defibrillator at hand. The new Birtcher 
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Complete with 
2 External 

and 2 Internal 
Electrodes 


External-Internal Defibrillator has precise power and range for both technics. 


Many other Exclusive Features 
CAN BE FOOTSWITCH AS WELL AS MANUALLY OPERATED 


Approved Explosion-proof Footswitch 


NO FUSES TO BLOW — — HEAVY DUTY CIRCUIT BREAKER BUILT-IN 


INSULATED ELECTRODES FOR MAXIMUM OPERATOR SAFETY 
For descriptives and a copy of the newly published 
“Guidebook on Cardiac Resuscitation” 
write to Mr. Arnold Newman, Cardiac Division 


THE BIRTCHER CORPORATION ocepartment 150! 
4371 VALLEY BOULEVARD * LOS ANGELES 32, CALIFORNIA 


For further information see postcard opposite page 126. 
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ONE 


FOCUSSED FOR SIMPLICITY 


One push of the spike into the big 

bullseye on the solid stopper and the 

Saftisystem “‘28” is ready to go. There 

are no rubber diaphragms to remove, 

no tabs to pull, no caps to unscrew 

and no sets to screw on. That’s why 

it’s possible to set up the Saftisystem ies 
“28” in seconds—and do itright. 


Ask your aster representative to show you: 


SAFTISYSTEM 


CUTTER LABORATORIES | 
Berkeley 10, California 
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American College of Surgeons 


Nurses’ Sessions Probe 


Arterial Grafts, Open Heart Surgery 


Approximately. 1,500 graduate nurses attended the 
nurses’ programs held during the sectional meeting 
of the American College of Surgeons in Philadelphia 
March 6-9. Topics’ nurse consultant, Dorothy W. Er- 
rera, was on the scene. Following is the first part of 
her report. Additional material will appear in subse- 
quent issues. 


Arterial Grafts 


Arteriography Essential in Work-up; 

Lists Hazards to Patient 

Arteriography is an essential part of work-up of the 
patient to determine the extent of disease and the 
presence or absence of collateral channels. There are 
hazards involved. The dye can produce a toxic reac- 
tion. If the dye is too highly concentrated, there may 
be a loss of function (kidney function, for instance) 
or there may be a transverse myelitis. There is always 
the chance of introducing the needle into an aneu- 
rysm, which would cause leakage and rupture, or of 
displacing an atherosclerotic plaque. 

Arteriography is not done for aneurysms unless 
they are higher than the renal vessels. 

Homografts were among the first prostheses used. 
They are foreign bodies and react as such. An ath- 
eroma will destroy the wall of a homograft. Knitted 
prostheses are preferable, because they last longer 
and the fibrous tissue formed gives them good body. 

The complications of arterial surgery are those of 
any major surgery. Hemorrhage either on the table 
or postoperatively is always possible. Drains are not 
used because of the increased likelihood of infection. 
Thrombosis is apt to occur early but becomes less 
likely as time passes unless obstruction occurs. Vis- 
ceral damage is possible because of occlusion of the 
circulation. There is also the possibility of visceral 
embolus or clot formation which can cause trouble 
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for the patient in the future.—R. Robert Tyson, M.D., 
associate professor of surgery, Temple University 


School of Medicine, Philadelphia. 


Setup for Arterial Surgery Described; 

Knitted Grafts Called Superior 

Anticoagulants, umbilical tape, fine arterial silk su- 
tures, and a graft are included in the setup for arteri- 
al surgery. If a sterile homograft is used, it is re- 
constituted in the container with a drip of sterile 
normal saline. When it is removed, the small vessels 
are ligated with fine black silk. 

Knitted grafts of dacron, nylon and Teflon are su- 
perior to previous forms. They are elastic, do not al- 
low blood seepage, can be cut at any angle without 
fraying, and can be resterilized in steam several times 
without deterioration. They are now available as 
seamless tubes in various sizes and as bifurcating or 
multi-branched tubes. 

Accurate recording of blood loss is imperative in 
this type of surgery.—Mildred Guzara, R.N., operat- 
ing room supervisor, Temple University Hospital, 
Philadelphia. 


Postoperative Care Outlined; 

Patient Needs Nurse’s Reassurance 
Aortography will establish the diagnosis of aortic 
aneurysm and is done early in the course of the 
treatment. The diseased segment of the aorta is re- 
sected, and an arterial graft—either a plastic pros- 
thesis or a homograft—is inserted. The graft serves 
as a framework for the build-up of new endothelial 
lining and fibrous tissue wall. 

If the aneurysm is located anywhere below the re- 
nal arteries, it is possible to maintain complete oc- 
clusion of the aorta without hypothermia or tem- 
porary bypass of the circulation. 

(Continued on next page) 
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There are two contraindications to surgery: renal 
impairment, which is measured with renal function 
tests before a final decision for surgery is made, and 
cardiac decompensation, which is evaluated with pre- 
operative electrocardiograms. 

The nurse must be prepared to give psychological 
and spiritual support as well as physical care. To 
minimize the stress of worry, the patient is kept 
sedated preoperatively as much as possible. 

The operative procedure usually takes several 
hours. Postoperatively, it is important that the nurse 
watch closely for the slightest deviation from the 
normal recovery pattern. 

Intake and output are measured every hour for at 
least 24 hours after surgery. After the first day, the 
doctor determines the frequency of measuring and 
recording intake and output. If the patient is perspir- 
ing profusely, an estimated figure is included in the 
total output. 

Pulse, respiration, and blood pressure are checked 
every 15 minutes until they are stable and thereafter 
every hour for at least 24 hours. It is important to 
know the preoperative measurements so that changes 
can be reconciled intelligently. Changes in blood pres- 
sure, pulse, and skin color are signs of impending 
shock, and the physician should be notified immedi- 
ately. 

Dressings are checked frequently for staining. If 
the patient complains of pain in the lower back, retro- 
peritoneal hemorrhage is suspected. 

Oxygen is usually administered postoperatively for 
several hours, and during this time the patient’s abil- 
ity to move is limited. Hence, he is turned every two 
hours and encouraged to breathe deeply. A scultetus 
binder may be used to give him a feeling of support. 

Peripheral pulses in the extremities are checked 
every time vital signs are checked. The dorsalis pedis 
and the posterior tibial pulses are marked with a 
pen to facilitate subsequent checking. If these pulses 
cannot be felt, the femoral or popliteal pulse is 
checked. Obliteration of the peripheral pulse is a first 
sign of obstruction by an embolus or thrombus at the 


1. S. Ravdin, M.D., professor of surgery, University of Pennsylvania 
School of Medicine, Philadelphia, and president, American College 
of Surgeons, posed willingly with Dean Theresa I. Lynch (I.) of the 
University of Pennsylvania School of Nursing, consultant to the ACS 
on the programs for nurses, and Iris Ann Maclan, R.N., Philadelphia, 


chairman of the nurses’ advisory planning and arrangements com- 
mittee. 
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site of the graft. If there is obstruction, it mus! be 
removed promptly. 

The patient is apprehensive when he recovers ‘rom 
anesthesia, and the nurse can impart a feeling of 
security by working in a quiet and reassuring way 
that suggests that she has planned the patient’s care 
and can cope with any emergency. 

The patient is encouraged to cough up mucus every 
hour to prevent atelectasis and also to ward off pro- 
longed bouts of coughing. He feels more secure and 
his pain is somewhat diminished if the nurse holds 
her hand over the incision during the coughing. 

The operation involves handling of the bowel, and 
postoperative flatulence and distention are not un- 
common. A rectal tube may be ordered to relieve 
distention in the lower bowel. 

If the patient is on continuous gastric suction, in- 
travenous therapy will be necessary for the first few 
days to meet nutritional, electrolyte and fluid de- 
mands. Bedside care should be planned so that the 
injections are started after the morning care and 
completed during the day, so that the patient can sleep 
through the night. Special mouth care is particularly 
important when the patient is receiving-no oral feed- 
ings. If there are no restrictions on food or fluid, 
small amounts are offered frequently in lieu of larger 
quantities at conventional mealtimes. 

The patient is usually allowed to get up by the 
fourth day and should be slid out of bed rather than 
allowed to sit on the edge. This will prevent tension 
on the suture line and pressure on the popliteals. For 
the same reason, the patient is urged to walk rather 
than to sit when out of bed. By this time he is very 
dependent and will have to be encouraged to do more 
for himself each day. The nurse gradually withdraws 
her support and begins planning home care with the 
patient.—Rita Coll, R.N., educational director, School 
of Nursing, Temple University Hospital, Philadelphia. 


Discussion 
Q. What is the source of homografts? 
DR. TYSON: Patients in the autopsy room who 
have not died of infection, cancer, or atherosclerosis. 
This leaves essentially only accident victims known 
to be free of these afflictions. The grafts are re- 
moved under clean conditions and then sterilized in 
liquid ethylene oxide. There is a considerable explo- 
sion hazard involved, and the procedure must be car- 
ried on in a well-ventilated room. 
Q. Is there any time factor involved in obtaining 
the grafts? 
DR. TYSON: We like to get them within four to six 
hours of death. 
DR. LEARNER: Lest there be misunderstanding, 
we should emphasize that the homograft is not a liv- 
ing tissue. It forms a basic structure when introduced 
in the body, but it is not a viable material. Hence, it 
should not be thought that a homograft has any ad- 
vantage over a fabric graft from this point of view. 
Q. Does the administration of anticoagulants over a 
period of time contribute to the incidence of aneu- 
rysms? 
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Members of the local planning commit- 
tee appear pleased with success of 1961 
program. Approximately 1,500 grad- 
vate nurses attended. 


DR. TYSON: Anticoagulants prevent thrombosis or 
slow down the rate of thrombus formation. They in 
no way affect the incidence of aneurysms. 

Q: What are the causes of aneurysms? 

DR. TYSON: Classically, most aneurysms of the ab- 
dominal aorta are the result of atherosclerosis; aneu- 
rysms of the arch of the aorta are usually luetic in 
origin. Others are the result of trauma or bacterial 
invasion of tissues. 

Q. What are the indications or contraindications for 
sympathectomy? 

DR. LEARNER: The indications are not entirely 
clear. The patient who has intermittent claudication 
and no other complaints referable to the extremity 
does not usually benefit from sympathectomy. If 
there is pain while the extremity is at rest, or if there 
is ischemic ulcer or pregangrenous changes or tem- 
perature changes indicating the possibility of gan- 
grene in the near future, sympathectomy may be of 
some value. 

Sympathectomy is not a cure; it may be followed 

by amputation. There are times when vascular sur- 
gery is not possible—for instance, when distal pe- 
ripheral circulation is not open and there is no point 
to grafting. It is then reasonable to attempt sympa- 
thectomy, even if the possibility of improvement 
is only slight. 
DR. TYSON: The sympathetic nervous system has 
more to do with blood vessels of the skin than mus- 
cles. Sympathectomy will not relieve the pain of 
claudication but will heal a skin ulcer. This is impor- 
tant because in ischemic disease of the lower leg, the 
skin is the first line of defense. It takes less blood to 
keep the skin intact than to heal it once it is trauma- 
tized. The first changes that might necessitate ampu- 
tation are often lesions of the skin. 

Sympathectomy is not a traumatic procedure. 
There are few fears associated with doing it, and if 
there is any change for improvement in the patient, 
it shoud be done. We have yet to see any complica- 
tions due to sympathectomy. 

Q. What position should the patient be in after sur- 
gery on the lower limbs? 

DR. TYSON: He should move about. There should 
be no acute flexion of dependence of the distal limb. 
These patients develop postoperative edema, which 
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is aggravated by having the limb dependent. 

Q. How long is heparin given postoperatively? 
DR. TYSON: We use heparin only while the patient 
is on the operating table, to inject into the distal 
vessel when it is occluded. We do not use anticoagu- 
lants postoperatively. Occasionally a physician will 
order heparin for 10 days postoperatively, but he is 
definitely in the minority. 

Q. What can be done when the vessel to be anas- 
tomosed is larger than the prosthesis? 

DR. TYSON: It is gathered or tucked. 

Q. Do you think the practical nurse could perform 
as scrub nurse in this type of surgery? 

MISS GUZARA: The best person available is used. 
Status is secondary to ability. 

Q. Are any aneurysms inoperable? 

DR. TYSON: All are resectable. Mortality rates 
may vary. For aneurysms of the abdominal aorta be- 
low the renal arteries, the mortality rate is one to 
two percent; at the thoracic level, the rate is not 
much higher. In the abdominal aorta below the dia- 
phragm it is about 10 percent, and in the aortic arch, 
about 40 percent. 

Aneurysms in the ascending aorta are most difficult 
to repair. The pump-oxygenator must be used, hep- 
arin is administered, and there is a great bleeding 
problem. 

Q. How is blood loss measured during arterial 
grafting? 

MISS GUZARA: Ten dry sponges are weighed on 
an ordinary dietetic scale. After 10 sponges accumu- 
late from the field, they are weighed, the dry weight 
is subtracted, and the result is the amount of blood 
lost in the sponges. Standards for dry sponges of 
various sizes are posted convenient to the scale. 

Q. What are the limits of safety for occluding the 
circulation? 

DR. TYSON: ‘These determinations have been made 
in animals only. There we find that we can safely 
shut off circulation to the leg for two hours. This must 
not be confused, however, with the use of a tourni- 
quet. In surgery, only one vessel is closed off—a 
tourniquet occludes the entire circulation. Circula- 
tion to the kidney can be shut off for 20-30 minutes 
with normal temperature; with hypothermia, the time 
can be extended to 45 minutes. About the same time 
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limits apply to the liver. Circulation to the intestines 
can be occluded for longer periods. 


Open-Heart Surgery 


Describes Ostium Primum, 
Advises Correction if Possible 
Most forms of heart disease represent mechanical de- 


fects. Congenital heart disease is an example of. 


standard mechanical difficulty. Ostium primum, for 
example, is a rent or tear in the septum separating 
the left atrium from the right atrium. It is significant 
because the tear is low in the septum at the cushions 
of the mitral and tricuspid valves, and the valves are 
frequently involved. 

Pressures in the left atrium are higher than in the 
right atrium, and the flow of blood is ordinarily di- 
rected from the left to right. Any increased flow to 
the right side must be taken care of by the chambers 
of the right heart, which are well suited for the job. 
Blood then passes into the vascular channels of the 
lung. 

However, sometimes when there is increased blood 
flow through the lung, the vessels object, and changes 
occur which are similar to those occurring in systemic 
circulation when it is forced to carry additional 
blood or is working under additional pressures. The 
vessels become filled with cellular debris which re- 
duces their caliber and ability to carry a load. 

Resistance to flow of blood to the lungs increases, 
and additional pressure builds up in the right heart. 
The right heart has to work harder to push blood 
through the pulmonary circulation. The transfer from 
left to right becomes arrested, and flow goes from 
right to left. 

In some instances, there are no manifestations of 
trouble. In others, because of the increased load on 
the right heart and pulmonary circulation, the patient 
will be prone to respiratory infection or have difficul- 
ty in breathing. The upper chambers of the heart 
are highly irritable, and the patient may have pe- 
culiarities of basic heart rhythm. Overwork of the 
heart results in cardiac failure. 

The diagnosis is made by objective examination. 
Murmurs resulting from the excessive flow across 
the pulmonary arteries and defects at the valve lev- 
els are audible. Peculiarities are detected by x-ray 
silhouettes. EKG patterns are changed. 

One then has to decide whether the patient is bet- 
ter off living with his disease or running the risk of 
a surgical procedure. Whenever possible, the lesion 
should be corrected. A second question is whether 
the lesion can be corrected at any time. As long as 
the transfer of blood is from left to right, there is a 
safe area for correction, but once there are changes 
in the lungs or pulmonary vasculature and the shift 
is from right to left, a new approach is necessary. 
Closing the lesion will not correct pulmonary vas- 
cular changes which have already occurred.—William 
Likoff, M.D., clinical professor of medicine and di- 
rector, cardiovascular section, Hahnemann Medical 
College and Hospital, Philadelphia. 


Incidence of Psychiatric Complications Lov; 
Anxiety, Schizophrenia, Depression Possib.e 
There is a low incidence of neurological or psy: iia- 
tric complications in open-heart surgery. Some dis- 
orders are benign and transient; others are serious, 
There may be a frank neurological disorder, or ‘here 
may be psychiatric disturbances without any app..rent 
neurological disturbance. 

One complication is cerebral embolus. If this is not 
fatal, some invalidism results. The only sign during 
surgery is a sudden severe drop in blood pressure. 
There is usually prolonged unconsciousness after sur- 
gery. Twenty-four to 72 hours after the operation, 
classical signs appear—increased reflexes, spasticity, 
and so forth. 

When there is no objective evidence of brain dis- 
ease, one thinks of psychiatric disorders such as 
acute anxiety, schizophrenia, depression, or confusion 
states. In a series of 1,500 patients, 47 (3.1 percent) 
showed some aberration of thought process. 

Acute anxiety may occur any time during convales- 
cence. The patient may have had anxiety before sur- 
gery, but after surgery anxiety floods the conscious- 
ness. There is a constant awareness of physical dis- 
tress. The patient may fear that surgery has been 
unsuccessful and may live in dread of death. 

The acute schizophrenic reaction is characterized by 
apathy, delusions, and hallucinations. Most cardiac 
patients develop a passive dependence preoperatively 
and are shy people. The dependence and shyness 
seem to be protective mechanisms removing them 
from reality and stress. They cannot resolve the con- 
flict between consciousness and unconsciousness. Fear 
of disability may constitute more of a threat than 
actual disability. 

Depth of depression varies. The patient may be 
perplexed and complain of a feeling of unreality. He 
may bemoan the strain of the disease on his family. 
He may have difficulty facing the reality of getting 
better. As depression deepens, everything is colored 
by despondency and hopelessness. A feeling of im- 
pending doom prevails. This may progress to psycho- 
motor retardation of speech and motion. There is lit- 
tle desire for food. The patient is overwhelmed by 
reality, and suicide is a constant threat. (Three out 
of 47 patients did commit suicide—two while in the 
hospital and one after discharge.) 

When there is protracted delirium and disorienta- 
tion even without abnormal neurological signs, hy- 
poxia or reduced blood flow is suspected, because 
psychiatric symptoms do appear following hypoxia. 

Most patients regain mental equilibrium without 
definitive treatment such as shock or insulin therapy. 
—B. Marvin Hand, M.D., professor and head, sec- 
tion of neurology, Hahnemann Medical College and 
Hospital, Philadelphia. 


Nurse Should Know Patient as Individuc!; 
Pre- and Postoperative Care Outlined 

The patient entering the hospital for open-heart sur- 
gery has made a major decision and comes in expect- 
ing the best in surgical and nursing care. The nurse, 
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to be helpful, must understand the anatomy and 
physiology of the individual patient’s pathology. She 
must have some ken of the surgical technic for cor- 
rection, and she needs technical skills to use the 
mechanical equipment involved in therapy. 

She must know every patient as an individual— 
his needs, fears, and feelings. She must learn to rec- 
ognize when sympathy, encouragement, and reas- 
surance are needed and when kind, gentle firmness 
is necessary for the good of the patient. 

The preoperative patient may be free of symptoms 
or may have all the symptoms of cardiac failure. The 
physician and nurse must exchange information about 
the patient with each other, and let the patient know 
that they are a cooperative team working in his best 
interests. 

Blood studies EKG, x-ray studies, cardiac cathe- 
terization, angiocardiography, and four-hourly ob- 
servations of temperature, pulse, and blood -pressure 
are all part of the preoperative work-up. The patient 
may or may not have sodium restricted in his diet. 
Diuretics may or may not be ordered. In all cases, 
rest is imperative. 

Immediate preoperative care begins the day before 
surgery. The nurse from the maximum-care unit 
visits the patient and explains what will happen and 
how he will feel postoperatively. Treatments and the 
equipment involved are explained. Also discussed are 
the kind of pain and the amount to be expected, and 
the technic of coughing and deep breathing. 

It is important that the family be prepared, and 
they and the patient are encouraged to express fears 
and feelings. Questions are answered when possible, 
or referred to a proper person when more informa- 
tion is needed. 

The afternoon before surgery, the preoperative 
shave is done. An ankle or wrist is also prepared 
for venesection. An enema is given, and the patient 
is sedated. The next morning, an indwelling catheter 


_is inserted and preoperative medication is given. 


Whenever possible, the nurse who will care for the 
patient observes the surgery, in order to understand 
more intimately the problems involved in recovery. 

During surgery, the family is made comfortable in 
a lounge and kept informed. 

The postoperative room is prepared with equip- 
ment for administration of oxygen, chest suction, an 
electric pump, equipment for aspiration, an electric 
thermometer, and blood-pressure apparatus. A hypo- 
thermia blanket is put on the anesthesia bed. 

When the patient reacts, he is brought to the 
maximum-care unit. He is usually oriented and able 
to cooperate to a degree. He is placed in semi-Fow- 
ler’s position. The chest tube is attached to water- 
sealed drainage to withdraw fluid and allow for re- 
expansion of the lungs. Absence of drainage or ex- 
cessive drainage of frank blood must be reported 
Promptly. The indwelling catheter is connected to 
drainage equipment. Oxygen is given by nasal 
catheter until the physician thinks that the patient 
can get along on his own. 

Intravenous fluids are given continuously for two 
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to three days and are run in slowly to prevent strain 
on the heart and circulatory system. If the patient 
is allowed anything by mouth, only small amounts of 
water are offered. Intake and output are accurate for 
electrolyte balance measurements. The rectal tem- 
perature is taken continuously, and vital signs are 
checked every 15 minutes for 24 hours. 

The depth and rate of respiration and the quality 
of chest expansion are particularly noted. The color 
of lips and nails is watched. The patient is not turned 
for the first 24 hours. Thereafter, he may be propped 
slightly toward the unoperated side. He is not turned 
on the operated side until the tube is removed. 

The first two to three postoperative days are most 
critical. Pain is severe and is controlled with fre- 
quent small doses of narcotics. Coughing and deep 
breathing must be encouraged to prevent retention 
of secretions, atelectasis, and cardiac failure. The pain 
associated with them causes apprehension. They are 
eased if the narcotic is administered 20 to 30 minutes 
before the breathing episode and if the chest wall is 
splinted with the nurse’s arms or hands. Tracheal 
suction is used if necessary, and the positive-pressure 
mask is also useful in encouraging deep breathing. 

Cardiac medication is continued postoperatively. 
The patient is urged to move his arms and legs. 
Blood studies for determining electrolyte changes are 
necessary the first few days after surgery. Portable 
x-ray examination will also be necessary. 

By the third or fourth day, the patient has less pain 
but is depressed and irritable. He needs reassurance. 
When the chest tube is removed, turning, breathing, 
and moving are easier. Diet progresses with a re- 
stricted salt intake. The physician gives very specific 
instructions for ambulation. Dyspnea, fatigue, and an 
increased pulse rate are likely during this time. 

The patient leaves the maximum-care unit by the 
end of the first week. Thereafter he is weighed daily, 
and vital signs are checked every four hours. Be- 
fore discharge, the patient and his family are in- 
structed in the details of convalescence and follow- 
up.—Catherine L. Winterle, R.N., clinicai instructor 
in medical-surgical nursing, School of Nursing, Pres- 
byterian Hospital, Philadelphia. 


Patient Needs Real TLC, 


‘Not ICE, Says Priest 


Nurses must build up a patient’s confidence preop- 
eratively and his patience postoperatively. They must 
radiate faith and goodness. Patients need love; they 
need true TLC in contrast to the ICE (ice-cold ef- 
ficiency) so often tendered. Nine out of 10 believe in 
God, and the nurse should not hesitate to pray with 
them. 

Surgeons need to remember that the patient un- 
conscious for days is still a human being. Bad news 
must be broken gently. If there is some question as 
to the future of the patient, this can be admitted, but 
a little qualification, such as “perhaps” or “maybe” 
may be preferable to a statement of absolute cer- 
tainty —The Rev. Stephen Landherr, C.S.S.R., mod- 
erator, Archdiocese of Philadelphia. 
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VETERANS ADMINISTRATION HOSPITAL, B 
STATE UNIVERSITY OF NEW 


Leo A. Sapirstein, M.D., Ph. D. (I.), protessor of 
physiology, Ohio State University, Columbus, 
questions Harry H. LeVeen, M.D., chief, surgical 
service, VA Hospital, Brooklyn, N. Y., on the 
latter's display exhibiting results of an investi- 
gation into the relationship of serum potassium 
to cardiac arrest. Display was shown at the re- 
cent ACS meeting. 


Cardiac Arrest — Is Potassium a Factor? 


Cardiac arrest has been noted to occur in some cases 
after massive transfusion with bank blood. The pos- 
sibility that potassium injected in the form of 
hyperkalemic bank blood was causing the cardiac 
arrests was considered by Harry H. LeVeen, M. D., 
chief, surgical service, Veterans Administration Hos- 
pital, Brooklyn, N. Y. He and his colleagues con- 
ducted a series of experiments on laboratory dogs, 
and made a survey of a number of clinical cardiac 
arrest cases in humans. 

During the storage of bank blood, a rise in the 
serum potassium is caused by leakage of potassium 
from the red blood cells. Dogs made slightly hypo- 
tensive and injected with potassium solution at*rates 
equivalent to the rapid transfusion of bank blood, 
experienced cardiac arrest. However, there was more 
potassium in specimens taken of the heart’s blood 
that could be accounted for on the basis of injections. 

All the vessels in the region of the heart were 
cannulated, and it was found that the extra potas- 
sium was being liberated from the liver. Internists 
have long known that patients frequently become hy- 
perkalemic during insulin therapy for diabetic coma. 
The explanation lies in the fact that one mole of 
potassium is chemically bound to each mole of 
glucose deposited in the liver, causing a hypokalemia. 

The reverse situation is important to surgeons. 
Adrenalin releases glucose from the liver; potassium 
is also released. This mechanism is the core of the 
pathogenesis of cardiac arrest. 

Bank blood is a source of exogenous potassium, 
and the liver is a large source of endogenous potas- 
sium. In some cases it is not necessary to have extra 
potassium injected in the form of bank blood, because 
sufficient potassium can be released from the liver 
to cause cardiac arrest by this mechanism alone. 


Next, Dr. LeVeen and his associates examined a 
series of 157 clinical cases to find the frequency of 
cardiac arrest from various causes. In 50 of the 157, 
bleeding and transfusion was the primary etiologic 
cause. 

In those patients in whom cardiac arrest was pro- 
duced by transfusion alone, the average dose of po- 
tassium was 77.7 mEq. In those patients in whom the 
transfusion of blood was contributory to the cardiac 
arrest, the total dose of potassium given was 57 mEq. 

Methods of reducing the concentration of potassium 
in stored blood were investigated. Packets of ion- 
exchange resin exchange sodium for serum potas- 
sium in old bank blood, and have been found effec- 
tive in keeping the plasma potassium level from ris- 
ing above 5 mEq. even after three weeks’ storage. 

The resin is contained in a plasic bag which is 
permeable to alkaline metal ions. 

Considerable care must be exercised in using blood 
treated in this way. Ion-exchange resin acts im- 
mediately, and unless the blood has been stored for 
a considerable time, and has built up a high potas- 
sium content, massive transfusion of this resin treat- 
ed blood might be expected to cause significant hy- 
popotassemia. 

Based on his clinical and experimental studies, 
Dr. LeVeen has formulated several recommendations 
on the management of patients to avoid cardiac ar- 
rest. 

1. Hypovolemia should be avoided. Hypovolemia 
triggers the adrenalin mechanism and causes a re- 
lease of potassium from the liver. Only the conduc- 
tivity method for blood loss management is sufficient- 
ly accurate for this purpose. If blood loss is carefully 
measured, the need to suddenly pump bank  lood 
will be minimized. 
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Two of the more dramatic sections of the exhibit were the opening, 
which stated the problem, the observations, and the questions which 
led Dr. LeVeen and his associates into the potassium study; and a 
diagram graphically depicting the role of adrenalin in the release 


2. The pumping of bank blood should be avoided, 
since this delivers a sudden load of potassium to the 
heart. In addition, the rapid pumping of cold blood 
at times when venous return is markedly diminished 
can produce selective refrigeration of the heart and 
spontaneous fibrillation will result. 

3. If massive blood losses are expected, fresh bank 
blood should be used. In those cases of cardiac ar- 
rest where bleeding and transfusion was the primary 
etiology, Dr. LeVeen noted that over 3,000 cc of 
blood had been given in every case, and most cases 
had received more than 4,500 cc. 

4. Insulin and digitalis can be used to combat po- 
tassium intoxication. Ten units of insulin are given 
intravenously in the infused tubing; glucose is given 
continuously. Hypoglycemia must be avoided since 
it also produces adrenalin release. The glucose and 
insulin merely make sure that glucose is not being 


Dr. LeVeen's extensive exhibit takes the 
viewer through the experiments step by 
step, and presents the results in dia- 
gram and graph form. 
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of potassium by the liver. Experimental adrenalin injections active- 
ly elevated the hepatic vein serum potassium up to 25 mEq. of 
potassium. Conclusions drawn indicate that hyperkalemic bank 
blood plus hepatic potassium release can cause cardiac arrest. 


released from the liver, but is being deposited, which 
prevents the release of potassium. The patient can be 
digitalized rapidly by the administration of cetalanid. 

A rise in venous pressure is a signal that cardiac 
arrest is impending. However, if blood loss has been 
properly measured, this rise can be distinguished 
from overtransfusion and is a sign of potassium in- 
toxication. 

5. The use of adrenalin should be avoided at all 
times. Adrenalin serves to stimulate the heart, but 
it releases extra glucose and potassium from the 
liver, and cardiac arrest recurs, making the situation 
worse than it was originally. 

The results of Dr. LeVeen’s experiments have been 
collected and graphically transformed into a display 
titled “Control of Cardiac Arrest.” The extensive 
presentation was exhibited at the recent meeting of 
the American College of Surgeons. 
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Seventy percent of all malpractice suits originate 
from work done in a hospital, and two-thirds of all 
suits against physicians are in the surgical field, 
Joseph F. Sadusk, Jr., M.D., Oakland, Calif., declared 
in introducing a panel discussion on “The Law and 
You” at the eighth national AORN congress in San 
Francisco in February. 

Some of the reasons for the great increase in mal- 
practice suits in recent years, he said, are: articles on 
scientific advances in the lay press which cause the 
public to believe that anything less than a perfect 
result is evidence of negligence; increased hazards 
involved in the use of more complicated surgical pro- 
cedures and new drugs and anesthetic agents; and 
the fact that the public is becoming “suit-minded” 
and the courts are becoming increasingly “plaintiff- 
minded.” 

Following are abstracts of talks by participants in 
the panel. 


The Administrator: 


Patient’s Welfare Always First Concern; 
Danger Areas for O. R. Nurses Listed 

It is unfortunately true that a suit can arise out of 
the fact that the doctor or hospital was only doing the 
best for the patient. The medical staff and the ad- 
ministration of each hospital should establish the 
“do’s and don’ts” of procedures based upon the wel- 
fare of the patient regardless of potential suits. The 
question should always be, “What is best for the pa- 
tient?” not, “Will I be liable?” 

Operating-room nurses are particularly concerned 
with the following potential sources of errors which 
may lead to malpractice suits: 

Consents or permits. The operating-room super- 
visor certainly should have the authority to delay an 
operation if the proper consent forms are not com- 
pleted. However, she should have immediately avail- 
able some assistance from the surgical or execu- 
tive committee to make the final determination as to 
whether the surgery should proceed even though the 
proper consent is not signed. Too often she is left on 
her own, and in such a situation, she merely jeopar- 
dizes her future relationships with the medical staff. 

Instruments. To my knowledge, 95 percent of the 
California hospitals are not doing any type of instru- 
ment count, on any procedures. In my opinion, either 
the instruments should be counted on every case, or 
counted on none. Some hospitals count instruments 
on only certain types of procedures. In other hospitals 
the operating-room supervisor will have an instru- 
ment count on a spot-check basis. This is dangerous. 


Panel Discusses “The Law and You’ 


A jury might get the impression that the procedure 
is somewhat haphazard. 

Tissues. Many hospitals do not have a positive con- 
trol procedure for the handling and labeling of tis- 
sues, so that the tissue will move to the hospital 
laboratory and not be lost. There have been many 
cases in which tissues have been lost or mislabeled. 
Again, some one individual should assume sole re- 
sponsibility for the proper handling of tissue. 

Anesthesia. In a recent operation, the anesthesia 
(cyclopropane) had been completed and shut off, and 
the inhalant tube from the machine to the mask had 
been disconnected; yet somehow a spark was gen- 
erated which caused an explosion in the exhalant 
tube and the patient’s lungs. This type of explosive 
gas is heavy, and will remain in the tubes, and the 
patient, for quite some time. Therefore, the static 
electricity control cannot be dropped immediately 
after the anesthesia has been stopped.—George U. 
Wood, executive vice-president, Peralta Hospital, 
Oakland, Calif. 


The Anesthesiologist: 


Loose Talk May Destroy Patient's 

Confidence, Cause Misinterpretation 

Loose or indiscriminate conversation in the operat- 
ing room is one of the most potent sources of difficul- 
ty with patients. Many patients arriving in the op- 
erating room are apprehensive; a good many of them 
are suspicious, and are alert, in spite of attempts to 
medicate them and slow them down a bit, to every- 
thing going on, including the conversation. 

Surgeons and operating-room nurses and anesthe- 
tists are a gabbv lot, and are often inclined to make 
remarks, in the presence of these patients, that can be 
easily misinterpreted. 

I think it’s important also that the people in the 
operating room reserve their opinions or comments 
about other patients who had trouble with the type 
of anesthesia being used; comments to the effect that 
the symptoms experienced by the patient are differ- 
ent from the usual, or comments about the manner 
in which the anesthetic procedure is being performed 
or the use of a certain drug. Such remarks destroy 
some of the patient’s confidence in the anesthesiolo- 
gist. 

At all times it’s wise to express an air of confidence, 
and to avoid giving the impression of excitement, 
or of present or impending trouble. Acting ‘1 4 
calm, deliberate, reassuring fashion has a tremen- 
dously favorable impact on the patient. 

Specific questions about the operation or the aes- 
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thetic should be referred to the physician responsi- 
ble. Any expressions by the patient of dislike or 
actual rejection of any particular type of anesthetic 
should be reported to the anesthesiologist. 

It’s obvious that one should double-check on the 
drugs and the solutions that are being administered 
to the patient. One danger of which nurses are un- 
doubtedly well aware is the similarity of many 
ampules and vials. It’s important that everyone in- 
volved in the administration of a drug read the label 
and be certain that he understands what is being 
administered. —Stuart C. Cullen, M.D., professor of 
anesthesia, University of California School of Medi- 
cine, San Francisco. 


The Surgeon: 


Stresses Hazards in Transfer, Positioning, 
Importance of Sponge, Needle Counts 


Through many malpractice suits the hospital and the 
nurses are named as well as the doctor, more re- 
cently, it has been the tendency of the court to place 
blame on a single party rather than on joint re- 
sponsibility. 

Nurses, because of their ever-increasing skill and 
learning, are also made to assume greater respon- 
sibilities. For example, the courts are now apt to 
place sole responsibility on the nursing personnel for 
an incorrect sponge count, or for filling a syringe 
with the wrong solution. Nurses may even be held 
responsible when a needle has been left behind. 

The importance of obtaining a properly signed 
consent before surgery has already been stressed 
by Mr. Wood. Some nurses may not know, however, 
that a male under 21 must have parental consent, 
whether he is married or not. A married woman 18 
years of age or older can legally give her consent. 

A child requiring emergency surgery can be op- 
erated upon, even though the parents cannot be 
contacted, if the doctor has obtained a court order. 
If the emergency arises at night, when it may be 
difficult to obtain a court order, it may be possible 
to perform surgery if three competent physicians 
sign a statement that it is a life-saving procedure 
which must be carried out. 

If the parents are out of town, a telephoned con- 
sent is satisfactory if a second party listens in on the 
conversation and confirms this consent. As soon as 
possible, of course, the written consent should be 
obtained. 

After the patient has arrived in the operating 
room, the first pitfall lies in his transfer from the 
cart to the operating table. We should make certain 
that enough personnel is on hand to transfer the 
patient gracefully, to avoid undue back strain or 
muscle strain or contusion to the body, particularly 
from apparatus attached to the O.R. table. Inept 
positioning of the patient can result in serious neuro- 
vascular injury. I refer specifically to tight bindings, 
to undue pressure behind the knee, and to pressure 
on the outer aspect of the lower leg, particularly 
near the knee, where there is the possibility of pres- 


MAY, 196) 


sure on the peroneal nerve, with a resultant foot 
drop. 

Conversation should be kept to a minimum, not 
only because of the danger of misinterpretation by 
the patient, but because of the hazard of infection, 
which may be caused by organisms sprayed from 
the respiratory tracts of members of the operating 
team. 

To keep to a minimum errors in the sponge count, 
the use of the “four-sponge count” is most important. 
The first count comes when the packs are assembled. 
You cannot rely upon the accuracy of the count on 
the package coming from the surgical supply house. 
The second count comes when the packs are taken 
down in the operating room; the third count is per- 
formed when the peritoneum is closed, and the 
fourth, when the skin is closed. 

No buckets, linens, catheterization trays, hampers, 
and other containers should be removed from the 
operating room until the final sponge and needle 
count has been verified, because of the possibility 
that sponges may be deposited in them. 

If it is necessary to change the nursing personnel 
during an operative procedure, an “on-the-spot” 
sponge and needle count should be carried out 
before the new nurse takes over the responsibility 
of an accurate count. 

Some hospitals employ a specific needle setup and 
preoperative count. Perhaps a more practical ap- 
proach is the “one for one” count. With this method, 
the scrub nurse will not hand up a second needle 
until the previous needle has been returned to her. 
Special care must be taken with the atraumatic or 
swaged-on needles, particularly if two or three of 
them are being used simultaneously. 

Information on specific allergies to drugs, dressing 
preparations, adhesive and the like should be taped 
on the front of the metallic chart holder, so that it 
is visible to all O.R. personnel. 

Moving the patient from the operating table to the 
cart again must be done with great care, because 
undue strains, particularly low-back strains and 
similar injuries, can certainly result in the anesthe- 
tized patient—Harry J. Peters, M.D., assistant chief 
of surgery, Highland-Alameda County Hospital, Oak- 
land, Calif., and assistant professor of surgery, Uni- 
versity of Calif. School of Medicine, San Francisco. 


OPERATING 


At MAN 
“Whew—busy busy!" 
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BY CARL W. WALTER, M.D. d 


Assisted by Dorothy W. Errera, R. N. 


Q. Do you think there is a trend toward considering 
all surgery as dirty? 
A. A standard technic for cleaning up after all sur- 
gery is practical and desirable for many reasons. For 
one, the virus of homologous serum jaundice is al- 
ways a potential contaminant and terminal heat 
sterilization of contaminated instruments is manda- 
tory to eliminate the hazard of transmission. Ques- 
tions of infectivity and resistance in the staphylococ- 
cal infection problem remain unresolved. The 
apparently-healthy patient may be a carrier and a 
serious threat to other patients (and personnel) 
whose patterns of resistance differ. Controlled dis- 
posal and treatment of contaminated supplies con- 
tributes to over-all control of spread of infection. 
The major elements of any surgical case* are 
identical and amenable to a standard technic. Hence, 
all instruments are as easily discarded directly into 
a sterilizer; all linen is promptly bagged; unused 
supplies are collected in an orderly fashion for return 
to the supply room and terminal sterilization. 


Q. Should there be any preference in scheduling an 
eye case over a tonsillectomy? 

A. Cataract operations should be scheduled for the 
quietest time of day when there will be the least 
possible dust in the air. The problem is one of for- 
eign-body control to prevent opacities from foreign 
bodies, rather than infection control. 


Q. If a package is to be sealed in plastic after 
sterilization, is it still necessary to use a four-thick- 
ness wrapper? 

A. Unless the wrapper must serve as a sterile field 
when the package is finally opened, a double-thick- 
ness wrapper is adequate for the package which is to 
be sealed in plastic immediately after sterilization. 


Q. Is it necessary to wait two weeks for a report 
when using commercially-prepared spore strips? 

A. Yes. The same bacterial characteristics are p:es- 
ent and it often takes 14 to 15 days for a culture to 
become positive. 


Q. Can cardiac catheters be autoclaved? 

A. Nylon and certain polyvinyl chloride catheters 
are heat-stable and withstand exposure to steam at 
250° F. The lumen must be flushed with distilled 
water before sterilization, just as with any other 
catheter or hollow tube. 


Q. I ama new arrival in this operating room and 
find that tap water is used for rinsing everything 
from blood pumps to Ivalon sponges. I am assured 
that this is acceptable technic. In my last position, 
however, I was assured that distilled water was 
essential for this rinsing. Which is right? 

A. The real hazard in using tap water for rinsing 
blood pumps, Ivalon sponges, irrigating equipment, 
and so forth, lies in the possibility of leaving residual 
water in which the bacteria that produce pyrogens 
may grow in sufficient numbers to cause chemical 
contamination of the equipment with pyrogens. Most 
tap water contains the proper type of organism 
during the spring and fall months, when water- 
supply reservoirs “turn over” or “invert.” The use of 
sterile distilled water for rinsing equipment avoids 
both bacteriologic and chemical contamination. 


Dr. Walter is always glad to answer readers’ 
problems. You can write to him 
Topics, 30 W. Washington, Chicago. 


“I've just discovered that the actor in Room 112 used a stand-in for 
his operation." 
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28-MINUTE 16MM. SOUND 
MOVIE NOW AVAILABLE 


aids nurse recruitment—reveals scope and re- 
wards of nursing...motivates teen-agers » dramatic 
story—follows heroine through childhood, nursing 
shool, training, and finally, participation in actual 
open-heart surgery « appeals to all ages—moving 
oortrayal of nursing life *» weleomed by TV stations, 
schools, clubs, civic groups « adaptable to your audi- 
ence and objectives —film avoids direct recruitment 
..you tailor message to individual needs. 


for further details write to... 


ETHICON 
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reach the hearts and minds 
of prospective nurses with 


NEW LIFE 
FOR LISA 


THE STORY OF A NURSE 
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‘ in perfect accord 
ASR SteriSharps 


the standard in 


Both Surgeon and Room 

sae are in complete agree- 

ment on stainless steel SteriSharps. — 

SteriSharps will not rust, will not — 

corrode, and will not become dull 

when autoclaved. They will take a 

sharper edge and will hold this 

edge longer than any other blade. 

SteriSharps are honed from an im- 

ported, high chrome-alloy Swedish 
Steel of such hardness that they ee “| he 
“may be sharpened to a remarkable = 
fineness. With years of leader- wig 
ship in razor blade and blade edges, 
A‘S-R Products Corporation main. worl 
tains the high standards responsi- ever 
ble for SteriSharps,a surgical blade = 

— 


STERILE 
STAINLESS | 
STEEL 


By 
In the 
4 
becom 
work. 
COMPANY, HOSPITAL DIVISION, 380 MADISON AVENUE, NEW YORK 17, NE\ 
In Canada: A-S:R HOSPITAL DIVISION, 2055 DESJARDI pe 


Make Your Requisition Work For You 


Supply 


In the modern central service de- 
partment, the supervisor is rapidly 
eoming buried by excess paper 
wrk. Annoyed by the disorderly 
dutter on the desk and the bulging 
fle, she rightly asks whether all 
these forms and records are neces- 
sary. 

Certainly, if she wishes to run 
her department instead of having it 
nn her, forms are necessary; and 
records of the performance of the 
department are her means of study- 
ing present levels of efficiency and 
panning for improvement. But it is 
notnecessary to copy from one form 
to another, if it is possible to make 
me form do the work of two or 
three. 

The requisition shown here, used 
a the Free Hospital for Women, 
Brookline, Mass., has three columns, 
headed “Order,” “Issue,” and “Cost.” 
The third column can be used for 
nultiple purposes. This requisition is 
originated in surgery and sent to 
central service. The central service 
worker fills the order, marking down 
everything which he delivers in the 
column headed “Issue.” On comple- 
tin of the delivery, the requisition 
ges to the supervisor, who uses it 
for several purposes: 

L She checks to be sure all sup- 
plies ordered have been delivered. 
She questions any figure which does 
tet correspond exactly, checks her 
fick, and questions the worker as 
Why there is a shortage. 

2 She carries a running tally for- 
Christie, now assistant director, nurs- 

fospital, Brooklyn, 


xst known for her work as central service 
nitals r in several Massachusetts hos- 


SURGERY _ 


By Jean E. Christie, R.N.* 


ward. If, for example, 12 ABD pads 
are issued on the first day of the 
month and 15 on the second day, she 
places the total of 27 in the third 
column of the requisition for the 
second day. On the third day, if 10 
pads are issued, she adds 10 to the 
previous total and writes 37 in the 
third column of the requisition for 
that day. By the end of the month, 
she has the entire total issued for 
each item on the requisition. 


3. Using a blank requisition, she 
transcribes the totals for the month 
for each item, in the column marked 
“Issue.” Since every item has been 
cost-studied, she then figures the 
cost for each of these totals, and 
places the cost figure in the third 
column. This tally sheet goes to the 
business office, and is used to keep 
an accurate picture of the monthly 
supply cost of each department. 

4. To check the accuracy of her 


FREE HOSPITAL FOR WOMEN 


* 
OROER ISSUE cost 


CENTRAL SERVICE REQUISITION 


ORDER issue cost 


Dressings: 

2x2 Sponge Packs 
ABD pads 
Ace Bandages 
Breast Dressings 
Breast Sponges 
Bronchoscopy Sponges 
Lap pads 
Mechanics Waste 
MEDS 
Mice 
Perineal Pads 
Vaginal Packs 
Westons 


Linens: 
Covers, Mayo 
Covers, Table 
Gowns, Nurses 
Gowns, Surgeons 
Kits, Breast 
Kits, Laparotomy 
Kits, Perineal 
Sheets. Breast 
Sheets, Lap 
Sheets, Perineal 
Saeets, Plain 
Sleeves 

Towels, Hand 
Towels, Split 
Towels, Surgical Kit 


Towels, Suture 


Metalware 

Lap Basins 

Large Basins 

Mayo Square Basins 
Mayo Trays 

Pie Plates 

Plastic Basins 

Prep. Cups 


Solution Basins 


Miscellaneous: 
Ampule files 1 
Applicators 
Brushes i 
Eye Droppers 1 
Knife Blade #11 
Knife Blade #15 
Knife Handle #4 
Medicine Glass 
Orangewood Sticks 
Safety Pin 

Stylette 


= + 


Tongue Depressor 


Tubes, Culture 
1 


= = — | 
*Siarred wems must be accompamed by Patent’s Charge Shp. when ret 


wned 


Sed. Lactate 


Travamin 5 


Needles 
# 15g. 14” 
# 18g. 114” 
#20g. 114” 
# 25g. %” 
Spinal #18 
Spinal #20 
Spinal #22 


Rubber 
Boots 
Gloves Size 65 


Gloves Size 7 


Gloves Size 75 
Gloves Size 8 
Penro-e length 
length 
length 
Set» 

Cut-Down 

Local 

Paracentesi- 

Prep. Sets 
Thoracentesi« 
Tracheotomy 
Tracheotomy Tube 


Vaginal Packing 


solution. 

Dist, Water 20006 

ler, Normal Saline 

ler. Normal Saline 

Novoraine 2 Wee 

Amm. Chloride 

Dex. in Saline 1000ce 

Dex. in Dist, 1000ce 

Dex. in Dist. H20 1000ce 
Distilled Water 500ce 

LV. Lesugen, 5 Blectrolyte H75 

LV. Normal Saline 250ce 

Venopak 500ce 


in Water “M™ 


Syringes 
Asepto 1 oz 


Asepto 2 02 


Wee 


1 
2 (0) 
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___ 
} | | 
| | 
| 
| 
| 
| | 
| | | 
+ | | 
| + + + 
| | | + 
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| | | 
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First Choice 
of the 
First Hospitals 


Diack Controls— 
since 1909. 


“We have 
no 
quarrel- 


with those who sell for 
less; they should know 
their 


what product is 


worth.” 


All reputable hospital supply 


dealers sell Diack Controls. 


quotas on any items, she merely 
divides the total for the item issued 
by the number of days in the month. 
If any question arises, she has the 
entire month’s records and can check 
them. 

5. She checks the monthly tally 
sheet against the tally sheets for 
preceding months, to note any trends 
of increasing or decreasing usage of 
any supply. Any item which has not 
been ordered for two or three 
months should be reviewed and pos- 
sibly dropped from stock supply. 

6. At the end of each year, she 
has a monthly tally sheet for each 
month for each department, and can 
produce in short order any statistics 
the business office or administrator 
may wish. 

Tally sheets stay on file as per- 
manent records, but the daily req- 
uisitions may be retired to inactive 
filing, and eventually discarded. 

While this is by no means a per- 
fect solution for every department, 
it shows that it is possible for one 
form to do multiple jobs. Perhaps 
a close scrutiny of the forms used 
in each central service would show 
that two or more such forms could 
be combined for greater effective- 
ness. 


Method for Preparing 
Tulle Gras Dressings 
At Children’s Hospital Medical Cen- 
ter, Boston, tulle gras dressings, 
used in burn cases, are prepared in 
the central supply department. The 
method of preparation is described 
below. 

The pharmacy prepares and mix- 


es: 
Yellow Vaseline 98% 
Balsum of Peru 1% 
Castor oil 1% 


Liquefy this mixture by heating 
(over water) on electric stove. Do 
not scrape the pan when stirring, or 
small burned flecks will be seen on 
cloth when the liquid is poured. 

Prepare strips of drapery ma- 
terial (white scrim 46-50 threads to 
the inch). Cut to fit the size of 
container used. (The best size is 
7” x 2%”.) Place no more than 12 
strips in a stainless steel catheter 
pan 214” wide x 8” long x 114” deep. 

Sterilize by autoclaving at 250° 
F., 25 pounds pressure, for one hour. 
Turn the switch, to slow exhaust. 


2 For furthe: information see postcard opposite page 126. 


After one hour, close steam to cham. 
ber and leave the door closed fy 
an additional hour, usin: steam jp 
the jacket only. 

Cover and seal with tape. A sam. 
ple should be sent to the bacteria. 


ogy laboratory for culture each time 
the tulle gras is sterilized 
Donald MacCollum, M.D., chief 


plastic surgeon at the hospital, say 
tulle gras dressings in use in England 
in the 1930’s. These dressings were 
prepared commercially in Frange 
When Dr. MacCollum introduced 
the dressings a Children’s Hospital 
staff members developed the above 
method for preparing it, and the pn. 
cedure has been used for approxi. 
mately 25 years. 


It’s Mind over Motherhood 
In Toxemia Study 

A woman’s attitude toward her 
pergnancy may influence her physi- 
cal well-being, according to a report 
in Patterns of Disease. Some in- 
vestigators believe that emotional 
conflict may be important in the de- 
velopment of the toxemias of preg- 
nancy. These disorders are the lead- 
ing cause of deaths among pregnant 
women, although the mortality rate 
from complications of pregnancy has 
dropped 55 percent in the past ten 
years. 

In the survey of pregnant women, 
67 percent of those who developed 
toxemia felt pity for themselves and 
women in general, while these feel- 
ings were nonexistent among pa- 
tients who did not develop tox- 
emias. The same survey found that 
77 percent of patients with toxemia 
felt guilt toward their unbom 
babies, 70 percent associated preg- 
nancy with deceit, shame, or si, 
compared with six and seven pel- 
cent among healthy patients. 

Among patients who did not de- 
velop toxemia, 72 percent considered 
procreation synonymous with wom- 
anhood, and 87 percent expressed 
willingness to cope with the respon 
sibilities of pregnancy, while the 
figures among toxemic patients wer 
37 and 33 percent, respectively. 

Curiously, a high percentage af 
patients in both categories he 
wished to become pregnant—9% pe 
cent of toxemic patients, 96 perce! 
of healthy ones. 
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Another Hill-Rom private room grouping 
~in beautiful, durable Maple 


The popular No. 9000 grouping is now available in hard maple—one of the 
most attractive and durable of hardwoods. The grouping includes several items 
not previously produced for hospital rooms, such as hanging wall cabinets, 
hanging wall closets and a bedside cabinet lamp—all designed to make possible 
fewer pieces on the floor. Result—rooms that are easier to clean, and that give a 
less crowded effect. 

Included in the room pictured above are: No. 90-65-1 All-Electric Hilow Bed; 
No. 9003 Bedside Cabinet with No. 307 Lamp; No. 90-614 Overbed Table; No. 


9-07 Straight Chair and No. 9008 Arm Chair. Also available with this grouping In Maple 
are: No. 90-62 Electric Hilow Bed, No. 90-61 Manual Hilow Bed and No. Finish 
9001 Standard Height Bed. Catalog and complete information on 
request. 


The No. 90-65-1 All-Electric Hilow Bed and No. 90-62 Electric Hilow Bed are listed by Underwriters’ Laboratories 
safe for use with oxygen.—administering equipment of the nasal mask type and half-bed length standard oxygen tent. 


HILL-ROM COMPANY, INC. ° BATESVILLE, INDIANA 


(over) 
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Hill-Rom (aluminum extruded) Scree 


Shown here is a recessed-in-ceiling installation of Hill-Rom A.E. 
(aluminum extruded) Screening. This type of installation is preferred 
by many architects and decorators, especially for new buildings and 
major remodeling jobs. Nylon mesh top curtains, which should always 
be used with this type installation, permit more light and better 
circulation of air. 


Other types of installation for A.E. Screening are: 


Surtace-mounted (ce//ing type) 
Near-ceiling suspended (dropped from ceiling) 


These other types of installation make it possible to screen any size 
or shape room or ward, in either new or old buildings. Hill-Rom A.E. 
is the one line of cubicle screening that has been designed and engi- 
neered to meet the exacting demands of architects, maintenance 
engineers and hospital administrative groups. The combination of 
aluminum track and nylon slides gives a smooth, quiet operation. 
The administrative groups appreciate the low cost, and the mainte- 
nance people like it because it requires the minimum amount of 
mainienance. 

Hill-Rom cubicle curtains are made of permanently flameproofed 
cordette materials in a choice of colors. Hill-Rom curtains are now 
available for replacement of curtains. Just specify size, length and 
width, and grommet spacing. 


New Screening catalog will be sent on request. 


HILL-ROM COMPANY, INC. ° 


BATESVILLE, 


COMPLETE PF iVAcy 


For semi-privat 


rooms and warcs— 


in old or new bu ldings 


Because of the small size of the slides, storing 
against the wall requires minimum amount of 
Curtains do not interfere with the placementofty 


in a four-bed ward it is necessary to afer pital 
patient complete privacy. Four “L” shaped w@ diet 
four curtains do the job. Hill-Rom curtains ore] 7 


wash and easy to iron. 
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yew Commission 
Study Prepayment 


yew commission has been created 


VACY §..,omote voluntary non-profit pre- 
gyment health plans, by four coop- 
organizations—AMA, AHA, 

Cross Association, and the Na- 

dings fp nal Association of Blue Shield 


James Z. Appel, M.D., Lancaster, 
}, representing the AMA, was 
ymed chairman for one year at a 
ment organizational meeting. The 
MMA will provide staff for the com- 
nision during Dr. Appel’s term of 
fice. The chairmanship will be as- 
wed by one of the other partici- 
mling organizations next year. 

Among the subjects discussed at 
fe organizational meeting were a 
Memparison of the relationships be- 
fen AHA-Blue Cross and the 
4MA-Blue Shield, and problems in 
quiring and servicing national ac- 
wunts. The next meeting of the com- 
nission will be devoted to an ex- 
joration of the existing programs 
ad policies of each member organi- 
ution and their relation to the ul- 
imate success of the commission’s 
jective of providing sound health 
are financing for Americans. 
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VA Announces Replacement 
Program Changes 

Major changes in hospital design 
will be incorporated in the VA’s 12- 
year program for modernization and 
replacement of its obsolescent hos- 
vitals, according to William S. Mid- 
dleton, VA Chief Medical Director. 
The changes in the $900,000,000 
ogram will result from progress 
acare of patients with tuberculo- 
is and psychiatric illness and from 
te increasing application of auto- 
mation in medicine. 

Nine of the agency’s TB hospitals 
lave already been converted to gen- 
tal medical and surgical use, and 
inits for treatrnent of patients with 
tronic non-tuberculous pulmonary 
disease have been incorporated into 
the planning. The trend is away 
tom special hospitals for psychiatric 
and tuberculous patients, and toward 
the general hospital which can care 


ssary to afford 
“L" shaped 
n curtains ore # 


vi f two : 
these patients as well as general 
shed over lors 
medi 
ch potient Th cal and surgical patients. 


Dr. Middleton states, “The early 
vessing of special hospitals can be 


brought alongs 
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foreseen, and the future in the VA 
system will unquestionably witness 
the evolution of a hospital complex 
incorporating the several essential 
elements into a cohesive, well-co- 
ordinated whole.” 


UCLA Initiates Program 

In Hospital Administration 

A new program of education in hos- 
pital administration has been start- 
ed at the University of California 
at Los Angeles, by the newly ac- 
credited School of Public Health. 

Two types of graduate students 
are accepted, and two degrees are 
offered. Holders of prior doctorates 
in medicine, osteopathy, dentistry, 
and other fields related to the heal- 
ing sciences are carried in a pro- 
gram leading to the Master of Pub- 
lic Health degree. Others who hold 
bachelor’s degrees may be carried 
in the program leading to the de- 
gree of Master of Science in Public 
Health (Hospital Administration). 

A further division of course work 
makes it possible for certain stu- 
dents to concentrate in mental 
health administration, either mental 
hospitals or community 
health agencies. 

Director of the program is Paul 
A. Lembcke, M.D., M.P.H., profes- 
sor of public health and preventive 
medicine. 


mental 


USAF Sponsors Dietetic 
Training Program 

Establishment of an 18-month die- 
tetic training program to be spon- 
sored by the U. S. Air Force has 
been announced by Maj. Gen. O. K. 
Niess, surgeon general, USAF. 

Training in the program will be 
conducted in two phases. During the 
first 12 months, the intern will com- 
plete an American Dietetic Associa- 
tion approved civilian internship. 
The next six months’ training will 
be in the administration of a mili- 
tary hospital food service. 

Young women selected for this 
program will be appointed second 
lieutenants in the Air Force Medi- 
cal Specialist Corps. Further infor- 
mation may be obtained from Head- 
quarters, U. S. Air Force Office 
of the Surgeon General, Washington 
25, 
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For Patient 
Comfort 


POSEY PATIENT AID 
The new Posey “Patient Aid” is another 
rehabilitation product which encourages 
self-exercise and is a positive aid to the 
geriatric. The patient can raise himself 
without calling for the nurse. 
Catalog #B-654 (For open end beds) $5.95 
each. Catalog #B-654-A (For beds with 
solid foot ends) $5.95 each. 


POSEY FOOTBOARD 
Patent Pending 
Fits any Hospital Bed Mattress. No bolts 
required to attach to bed. Can be used 
with side rails. Perpendicular Adjustment. 
No losing parts. Posey Anti-Rotation Sup- 
ports (Adjustable, removable, cushioned) . 
Posey Footboard, No. F-58, $53.00. 
Anti-Rotation Supports, No. F-58-A, $6.00 


each. 


McDONALD RESTRAINT 


Standard Model: P-4147, $6.15. Extra 
heavy model: P-353, Riveted construction 
with keylock buckles, $19.80 each. Keeps 
patient in bed. 

SEND YOUR ORDER TODAY 


Write for Illustrated Literature 
About Other Posey Hospital Equipment 


Prices F.O.B. Calif., subject to change without notice. 
Satisfaction guaranteed. 


J. T. POSEY COMPANY 


2727 E. Foothill Bivd. 
Dept. HT 
Pasadena, California 


For further information see postcard opposite page 126. 95 
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BUYER’S 


101. Reagent 

Latex-Trichina reagent, new rapid slide 
test antigen for use in diagnosis of trich- 
inosis, is prepared from polystyrene latex 
and an extract of Trichinella spiralis and 
processed to give rapid, clear-cut reac- 
tions with serum specimens. Advantage 
over other methods is adjustment in sen- 
sitivity which enables it to react to high 
titers in active infection, not low titers 
in dormant sensitization. Simple proce- 
dure. In a positive reaction clumping is 
readily apparent to the unaided in two 
minutes. Hyland Laboratories, 4501 Colo- 
rado Blvd., Los Angeles 39, Calif. 


102. Humi-Sheath 

A technical advance in the packaging of 
surgical gut, New Deknatel Humi-Sheath’s 
marked porosity creates a reservoir of 
tubing fluid surrounding the gut after re- 
moval from the pack. Evaporation is re- 
tarded, normal conditioning, strength are 
thus maintained for prolonged periods. 
Also serves as ligature reel. J. A. Dek- 
natel & Son, Inc., Queens Village 29, 
Long Island, N. Y. 


GUIDE 


103. Cord-clamp 
Small, light weight 
umbilical cord-clamp 
will not cut or place 
traction on cord. Safe- 
ly clamps any size 
cord over 14” area, 
maintains constant 
pressure. No belly 
band, further care 
needed. Made of ny- 
lon, clamp is autoclav- 
able, disposable. Hol- 
lister, Inc., 833 N. Or- 
leans St., Chicago 10, 
Ill. 


104. Polisher 

Utility electric shoe 
polisher is a_ special 
convenience for hos- 
pital employees, doc- 
tors, ambulant pa- 
tients and _ visitors. 
Automatically shuts 
off when handle knob 
is released. “Have a 
Shine On Us” sign is 
offered for use in hos- 
pital coffee shops, gift 
shops. Space provided 
for hospital identifica- 
tion. Dremel Manu- 
facturing Co., Racine, 
Wis. 


96 For further information see postcard opposite page 126. 


For further informati 
on any of the produgt 
please check the Buyer 
Guide number on th 
reply card Opposite pag. 
126. 


105. Bag sealer 

Bag sealer for hospital packaging re- 
quirements automatically makes air and 
water tight bag seals up to 12” witha 
light touch of foot pedal. Portable, weighs 
only 22 Ibs. Has controlled temperature to 
allow exact amount of heat to seal poly- 
ethylene, nylon and vinyl bags up to 6 ml. 
For use in central supply, laundry, path- 
ology department. Provides bacteria-free 
shelf storage after items have been 
cleaned, sterilized or laundered. Conti- 
nental Hospital Industries, Inc., 18624 De- 
troit Ave., Cleveland, O. 


106. Speak-R-Phone 

New electronic device amplifies two-way 
telephone conversations through loud- 
speaker, leaves both hands free. Speeds 
hospital administrative work, ideal for 
aged or infirm patients who cannot hold 
phone. Compact, self-contained unit 
fully transistorized, operates for over @ 
year on a small battery. Requires no con- 
nections to telephone. Turns on automatl- 
cally when phone headset is placed on it 
User has both hands free. Volume 
adjustable, may be turned up for confer- 
ence telephoning, similar applications 
Varicon Corp., 1415 Third Ave., Seattle] 
Wash. 
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(7, Refrigerator 

Tme-saving portable refrigerator is de- 
for nursing use. New Astral offers 
lled temperature for preservation 
i biologicals, antibiotics. Compact con- 
duction, including full-length door com- 
atment, make it ideal for hospital or 
jxtor’s office. Guaranteed silent, works 
sithout moving parts on absorption prin- 
ile. Available as console or for table 
», in white enamel or walnut. Adaptable 
»AC or DC, operates on any voltage from 
§-20. Morphy-Richards, Inc., 932 S. Van 


Brunt St., Englewood, N. J. 
= 
| 
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08, Meals-on-Wheels 

‘ew Electra II model mobile food cart 
wovides most advanced system of de- 
‘vering hot and cold foods to patient. 
Designed specifically for fast loading; 
“pecially functional in large hospitals. 
‘fayS arrive at end of line assembled 
patient will see it, and ready for check- 
"% by dietitian. Side-by-side heated 
‘“mpartment trays match horizontally 
with corresponding patient tray in side- 
‘y-side cold compartment. “Tray-on-tray” 
“ineept makes it possible to quickly place 
not food tray on cold food tray without 
‘lay or confusion. Model has more use- 
able top space; ice cream freezer, utility 
“elf and drawer, and space-saving com- 
_ within the unit. Meals-on-Wheels 
Me em, 5001 E. 59th St., Kansas City 30, 
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109. Slippers 

Paper slippers are of- 
fered in three colors 
to identify grade. 
Green slipper has 
added wet strength, 
heavyweight stock. 
Similar weight, white 
slipper serves where 
wet strength is not 
needed. Tan slipper is 
medium weight, econ- 
omy grade. Busse Hos- 
pital Disposables, 64 
E. 8th St., New York, 
N.Y. 


110. Reagents 

Volutec is a complete- 
ly new line of stains, 
dyes and reagents in 
spray form. Constant 
stability is assured be- 
cause they are pro- 
tected from light, air, 
contamination. Each 
standardized solution 
does away with the 
necessity of preparing 
new solutions. Eco- 
nomical, time-saving 
because you use only 
what you need. Pro- 
duces fine uniform 
spray; no need for 
compressed air lines. 
Schuco Scientific, Di- 
vision of Schueler. & 
Co., 75 Cliff St., New 
York 38, N. Y. 


111. Dish carrier 

A new heavy-duty dish carrier, the 
“China Clipper,” is designed for extra 
strength, rigidity. Ideal aid for service 
department in hospitals, will handle heavy 
loads with ease. Constructed of extra 
heavy stainless steel, it is easy to clean 
and maintain. No sharp edges; corners 
have special bumper pads. Large casters 
help cart glide easily, noiselessly over 
roughest spots. Rugged polyester tires are 
impervious to greases, acids. Comes in 
two standard sizes, models 624, 32” high, 
30” long with 17% x 2714” shelves) and 
625, 32” high, 40” long with 21% x 3744” 
shelves). Extra shelves, custom designs 
also available. Bloomfield Industries, Inc., 
4546 W. 47th St., Chicago 32, III. 


112. Needle pack 

New Sterisharp pack of Tomac sterile 
hypodermic needle is innovation in nee- 
dle packaging. An ultra-convenient, 20- 
chamber container made of plastic and 
moisture resistant paper, it assures per- 
fect sterile technic. Each needle individ- 
ually housed in sterile chamber—just 
snap cap to expose hub and insert any 
type syringe. No matter how many 
chambers are emptied, unused needles re- 
main sterile. Chambers shaped to support 
cannulae; points will not touch sides. 
Color-coded according to gauge for fast 
identification. Hospital Supply Division, 
American Hospital Supply Corp., 2020 
Ridge Ave., Evanston, Ill. 
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113. Conductive stickons 

Adhesive heel and sole stickons fit 
all types of shoes, including wedgies, 
tennis shoes. Conductive silvercloth 
tailpiece fits inside shoe, allows max- 
imum comfort and long wear. 
Designed for ease of application, per- 
manently affixed to your own com- 
fortable shoes. Heel and sole sec- 
tions where wear takes place can be 
detached and replaced without ad- 
ditional cost. Built with high con- 
ductivity, will not easily become in- 
sulated by ordinary surface dirt. 
Available for full heel and sole 
(shown), and also with replaceable 
heel section only. Conductive Shoe 
Co., P. O. Box 437, West Hartford, 
Conn. 


114. Kleen-up cart 

Both pick-up and mop-up are faster 
and more convenient with this new 
dual-purpose janitor cart, called 
Happy John’s’ Kleen-Up_ Cart. 
Flame-proof convas bag has roomy 
accessory pocket. All-metal bucket 
platform holds two king-size buck- 
ets, one for wash, one for rinse. 
Fixtures for holding broom and pan 
are attached to all—metal frame. 
Four big swivel wheels give “turn- 
on-a-dime” control in cramped 
quarters. (Buckets, cleaning acces- 
sories not furnished with cart.) Can- 
Pro Corp., 19 E. McWilliams St., 
Fon du Lac, Wis. 


115. Disposable needle 

New disposable hypodermic needle, 
the Heinicke Heipoint, is said to be 
virtually painless. Finish of needle 
point is devoid of cutting sides. Af- 
fords pickup of finest sections with 
minimal trauma. No lateral projec- 
tion to enlarge hole; no lateral cut- 
ting in and out. Packaging is sterile, 
disposable; needle clearly visible 
for identification, package marked 
with gauge and length of cannula. 
Though designed primarily for one- 
time use, may be reused as often as 
any reusable hypodermic needle. 
Heinicke Instruments Co., 2035 
Harding St., Hollywood, Fla. 


116. Urinal 

Designed with unusually low center 
of gravity, new male urinal reduces 
hazard of spilling, tipping over. Has 
deep sump to receive urine without 
fear of “flowback.” Has the advan- 
tages of plastic—warm to touch, 
chip-proof, unbreakable, noiseproof 
—it can be safely autoclaved, will 
not stain or retain odors. Capacity 
in horizontal position, 900 cc; in 
vertical position, 1100 cc. Plasta- 
Medic Mfg., Inc., 10 W. Dayton St., 
Pasadena, Calif. 


117. Eye-wash fountain 

Emergency eye-wash fountain is a 
completely functional safety station 
for eye-contamination emergencies. 
Two fountain heads are angle- 
mounted to direct stream of water 
into eyes, flooding away foreign mat- 
ter. Separate flow valve assures 
proper water volume, pressure. 
Large push type valve provides 
fumble-proof operating control. 
Once activated, fountain continues to 
flow, leaving hands free, until valve 
is manually closed. Haws Drinking 
Faucet Co., 4th & Page Sts., Berkeley 
10, Calif. 
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118. Lab microscope 

The DynaZoom line, incorporating 
many major .changes in instrumen 
design, is the first lab microscoy 
to feature a completely integrated 
zoom optical system. Eliminate 
image blackout and focus shift, per- 
mits continuous clear magnification 
within range of instrument. Six in. 
terchangeable bodies are available 
one stand is common to all modek 
Eye level remains constant due to 
focusing stage instead of body. Ey- 
ery feature designed to provide 
maximum user benefits. Accommo- 
dates mirror for use with separate 
light source; Opti-Lume for rovtine 
visual examination; or “Hi-Intensi- 
ty” variable power built-in base il- 
luminator. Bausch & Lomb Ine, 
Microscope Sales Dept., Rochester 2. 


119. Transmitter 

Battery-operated ‘baby’ transmitte! 
weighing only 3 Ibs. is the nucleus 
of a new personal call system. Fully 
transistorized, therefore indepent- 
ent of the power supply, it answers 
the need for an economical pagilg 
system in smaller plants, hospitals 
libraries, similar institutions. At 
tractively styled, takes up litt 
more room than a telephone. Insta 
lation is easy, economical; operatine 
costs are under 5¢ per day, and 0° 
radio license is required. Multiton 
Electronics, Ltd., 130 Merton St. 
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120. Washer-dryer 
New washer-dryer device for clean- 
ing surgical rubber gloves, other 
rubber and plastic garments, has 
been developed and is being tested. 
The machine performs a preliminary 
decontamination wash followed by a 
detergent wash, two rinses and pow- 
er-drying cycle. Rubber gloves, 
aprons, other garments are then 
ready for immediate general use, or 
can be wrapped and sterilized for 
surgical use. The machine is said to 
cut glove cleaning time to one/fifth. 
Whirlpool Corp., St. Joseph, Mich. 


121. Incubator 

Combination incubator and embed- 
ding oven designed to take place of 
standard lab wall case, conserves 
work space on bench. Narrow 12” 
depth permits two units to be placed 
back to back on island-type bench. 
Temperature range is from slightly 
above ambient to 60°C. Has accurate, 
®asy-to-read dial thermometer. Cab- 
Inet holds up to 108 Petri dishes; 
Capacity can be increased by double 
Stacking. Labline, Inc., 3070 W. 
Grand Ave., Chicago 22, Ill. 
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122. Floor wax 

Germax, a new floor wax, is said 
to kill bacteria, provide maximum 
protection from staphylococcus. A 
high-quality, non-skid water resist- 
ant floor wax, it contains a new wax- 
compatible bactericide. Besides its 
effective bacteria killing ability, 
Germax is self-polishing floor wax 
which buffs to high lustre. Anti-skid 
properties insure safety under foot. 
Said to retain lustre and remain 
bacteriostatic even after weeks of 
damp mopping, hard traffic. National 
Chemsearch Corp., 2417 Commerce, 
Dallas 26, Tex. 


123. Diet cards 

A new line of attractive preprinted 
and color coded diet cards has been 
introduced. Designed for one-time 
use, and as a guard against cross- 
infection, Kenwood diet cards stand 
upright on trays without need for 
holders. Furnished flat, they are 
convenient, easy to use. Write in 
name, room number, pinch along 
scored center line, and self-stick 
adhesive holds card in standing po- 
sition. Color-coded with 15 different 
headings for type of diet. Also avail- 
able without legend. Will Ross, Inc., 
4285 N. Port Washington Rd., Mil- 
waukee 12, Wis. 


124. Incinerator 

An improved line of packaged in- 
cinerator burners with input capaci- 
ties up to 900,000 Btu/hr. is now 
available. Eight burner sizes are 
offered for use in industry, hospitals, 
and similar applications. New Eclipse 
800 series offers several important 
features, according to the manufac- 
turer, including improved burner 
nozzle design, adjustable gas cocks. 
New burners maintain flame tem- 
perature in excess of 1400° F re- 
quired for proper incineration of all 
types of waste material. Two-part 
design simplifies installation. Each 
burner is fully assembled, factory 
tested, shipped complete. Combus- 
tion Division, Eclipse Fuel Engineer- 
ing Co., Rockford, IIl. 


125. X-ray cassettes 

New “standard” X-Ray Cassette of- 
fers improved technics in design, 
construction. Precision made, light- 
weight, the front is high-strength 
magnesium, epoxy enameled. Back 
is embossed aluminum; lead-lined 
to absorb secondaries. Floating one- 
piece hinges allow cover to fall 
gently into place to avoid marring 
screens, permit expansion or con- 
traction with temperature change. 
Cover has D-ring for easy lifting, lies 
perfectly flat when not in use. First- 
quality, oil-free felt insures excellent 
contact, creates an absolutely light- 
proof cassette. All standard sizes 
available, special sizes can be made 
to order. Wolf X-Ray Products, Inc., 
93 Underhill Ave., Brooklyn 38, N. Y. 


126. Cellulose towels 

New highly absorbent, four-ply cel- 
lulose professional towel for hos- 
pitals, clinics and private practice 
has recently been added to the Hoff- 
master line. Made of fortified and 
fabricized cellulose, towel has high 
wet strength, is said to have 12 
times faster absorbancy than cloth. 
Available in pure white or surgical 
green; 13” x 18” in size. Lint-free, 
sanitary. May be autoclaved. Packed 
50 in a pure-white, self-dispensing 
carton. Hoffmaster Company, Inc., 
Oshkosh, Wis. 
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Preps don’t have to fall apart. . . 


Fine mesh gauze seals in 
absorbent cotton for sponging; 
allows firm-pressure prepping 
without sponge disintegration 


Ideal for prepping, Rondic sponges permit you 
to scrub deep down on the skin surface, assure 
your cleaning past the flaked epidermis, bring 
antiseptic in maximum contact with the outer 
skin. And, Rondic sponges are all ready for 
stick sponging. No possibility of fumbling or 
frantic folding when seconds count. 

Every Rondic sponge has a radiopaque 
element inside to permit easy location under 
X-ray should a sponge become ‘“‘lost”’ follow- 
ing an operation. Talk to your Curity repre- 
sentative about all of the many advantages of 
safe, sure Rondic® sponges. 
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Rondic sponges come cotton filled (sizes shown) 
and gauze filled (sizes; medium, large, and extra- 
large). Illustrated in relative, not actual size. 


Curity’ 
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Technical Exhibits- 


Photos, starting directly below, and reading clockwise, are: 


Ray Silock, of S. Blickman, Inc., discusses one of the company’s line ¢ 
instrument and treatment cabinets with Joan Nelson, ORS, Luthero: 
General Hospital, Park Ridge, Ill. A complete line of operating roon 
equipment was shown. C-130. 


Howard Munson, of Gorman-Rupp Industries, Inc., describes the work- 
ings of the Aquamatic K-thermia to Louise Sargent, OR staff, S 
quoia Hospital, Redwood City, Calif. The hypo-hyperthermia unit, with 
electronic control, creates and maintains the desired patient temper. 
ature. C-131. 


Bruce Wilcox, of Huntington Laboratories, Inc., talks to a group of 
nurses about Hexa-Germ, the antiseptic skin detergent with hex 
chlorophene. L. to r.: Dora Halstead, R.N., St. Agnes Hospital, Fresno 
Calif.; Shirley Heun, ORS, Englewood Hospital, Chicago; Jeannette Sei 
del, R.N., St. Agnes Hospital, Fresno. C-132. 


Bob Uphoff (I.) and Gene Olsen, of Snowden-Pencer, check their sup 
plies against the next wave of booth visitors. The company featured 
the rust inhibiting Instrument Milk, Ochsner needle holders and scissors 
C-133. 


A group gathers at the West Chemical Products, Inc., booth to discuss 
the uses of Wescodyne detergent-germicide. L. to. r.: Dora Halsteod 
R.N., Christine Nieto, ORS staff, and Mary Jane Hoffman, OR staf, St. 
Agnes Hospital, Fresno, Calif.; J.W. Evans, West Chemical; Helen Has 
kell, OR staff, and Jeannette Seidel, R.N., St. Agnes Hospital; Charles 
Nangle, of West Chemical; and Hodi Searle, R.N., St. Luke’s Hospital, 
San Francisco. C-134. 


Lullean McCraney, head nurse, The Menorah Medical Center, Kansos 
City, Mo., signs for more information on the new non-slip Gigli sow 
handles. G.L. Kristiller, of E. Miltenberg, Inc., has just demonstrated 
these, and other surgical instruments for Miss McCraney. C-135. 
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Photos, starting above, and reading clockwise, are: 


Paul Tabbert (center), of Tabbert Mfg. Co., shows the Tabbert stretcher 
to John S. Nelson, of Manhattan Beach, Calif., and Irene Stoll, surgical 
supervisor, Riverside Osteopathic Hospital, Trenton, Mich. Uniquely con- 
sructed to permit easy patient transfer to bed, the stretcher operates 
on hydraulic lift mechanism. C-136. 


A Sister and a student nurse learn more about the Vi-Drape surgical film 
and Vi-Hesive surgical adherent, representing a new aseptic technic, 
from Walter Lammertsen (I.) and J. Bienstock, of the Aeroplast Corp. 
C-137. 


Mary Connolly (I.) and Melinda Krause, both student nurses at St. 
Joseph's Hospital, San Francisco, watch as Bill Berry, general sales man- 
oer, Mercury Mfg. Co., makers of Sensi-Touch Disposable Gloves, 

trates the rec ded sterile technic for removal of soiled 
dressings. C-138. 


Mack Rabun, of Eisele Co., demonstrates company’s interchangeable 
syringes for (I. to r.) Ethel L. Gibson, ORS, 1360th USAF Hospital, 
Orlando, Fla.; Helen Howard, ORS., Tracy (Calif.) Community Hospital; 
and Hilda Mitchel, ORS, Ontario (Calif.) Community Hospital. C-139. 


Copt. R. Hare (back to camera), OR staff, Hamilton USAF Hospital; 
and B.E. Elzey (I.) and J.D. Corsen, of B.F. Goodrich Co., go into a 
huddle about company’s new products. Booth featured Koroseal sheet- 
1 mattress and pillow covers, aprons, and other hospital supplies. 
“140. 


The couple at the left, Stella J. Sewall, assistant director of nursing, 
Vancouver (B.C.) General Hospital, and Bill Carrigan, of Codman & 
Shurtleff, and the couple on the right, Ted Heyer, of C & S, and 
Ethel Hall, ORS, Sutter General Hospital, Sacramento, Calif., discuss the 
company’s new line of surgeon’s hemostats. C-141. 
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Photos, starting directly below, and reading clockwise, are: 


Dennis Pivkens, of Jarvis and Jarvis, Inc., and Katherine C. Evans, ORS, 
Kernan Hospital, Baltimore, Md., get down to study the three-position 
crank on one of the company’s stretchers. Equipped with a litter top 
and side rails, the unit has smooth-action elevating mechanism, C-14? 


Gerry Siskind, of Doho Chemical Corp., demonstrates Dermop!ast for 
Virginia Downey, ORS, St. Vincent’s Hospital, Montclair, N.J. The prod: 
uct, a bactericidal and fungicidal aerosol spray espe-zially useful in 
obstetrics and gynecology, was one of many shown. C-143. 


Elizabeth Buggert (I.), R.N., surgery, and Margaret Ennis, OR stof, 
St. Mary’s Hospital, San Francisco, are shown with the new electron- 
beam-sterilized balloon retention catheter of natural rubber by Adolph 
Samet and Annemarie Buechle, of Metro Medical Distributors, Inc. C-144 


American Sterilizer Company's booth attracts a crowd interested in 
the demonstrations of the new Amsco Lectrapoise operating table, new 
Amsco hospital sonic energy system, and the Vacumatic high-speed ster: 
ilizer. C-145. 


Discussing the advantages of the Sharp-Et disposable hypodermic 
needle are, |. to r.: Dema A. Duke, OR staff, Dallas (Tex.) VA Hos 
pital; Herb Adler and Walter O. Kenzie, of Randall Faichney Corp: 
and Jeannette Fleming, ORS, Medical Center Hospital, Tyler, Tex. C-146. 


Richard Barnett (I.) and George Corbett, of Continental Laboratories, 
Inc., show Pamela DeMarco, OR head nurse, Parkview Memorial Hos 
pital, Arlington, Calif., how to use Surgidine, an iodine surgical scrub, 
and Staph-Go, a glycolized iodine fog for rapid disinfection where 
control of pathogenic bacteria is important. C-147. 
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Photos, starting above, and reading clockwise, are: 


Relaxing and learning, are Marie Keaveney (|.), assistant director, OR 
and CSR, New England Center Hospital, Boston, and Joyce Stromquist, 
head nurse, recovery room, View Park Community Hospital, Los Angeles. 


vans, ORS, Informing are W. Robert Diemer (I.) and Steve J. Nagy, of Gendron 
*€-position Wheel Co. Shown were recovery room stretcher, tubular wheel chair 
litter top and commode chair. C-148. 

sm. C-142 


Georgia Knott (I.) and Keither Tucker, both student nurses at Highland- 


op!ast for Alameda County Hospital, Oakland, Calif. are attentive listeners as 
The prod. Louis Roehr, of Roehr Products Co., Inc., describes the Monoje:t dis- 
useful in posable syringes, with color-coded needle sheath. C-149. 


Russ Flynn, of Crookes-Barnes Laboratories, Inc., discusses the company’s 


OR staf, line of Iso-Sol sterile opthalmic preparations with Major Sarah Williford 
- electron. (I), OR head nurse, FitzSimons General Hospital, Denver, Colo.; and Lt. 
»y Adolph Col. Mary Lozinak, William Beaumont General Hospital, El Paso, Tex. 


ne. C-144 C-150. 


rested in Sister Mary Kathleen (I.), ORS, St. Joseph’s Hospital, Concordia, Kans.; : 
able, new Sister Ann Francis, ORS, St. John’s Hospital, Salina, Kans.; and Dona | f 
peed ster. Bruton, ORS, Northern Reception Center, Sacramento, Calif., gather 


around Willard Huyck, of Asepti:-Thermo Indicator Co., to get details 


al assure you proper auleolaving 
on the new E.O. indicator for use with ethylene-oxide sterilization, : 


/podermic which was introduced at the convention. C-151. 

VA Hos 

ey Corp.: Maureen M. Pearson (I.), OR and CS supervisor, Sherwood Hospital, 

x. C146, Van Nuys, Calif., and Evelyn Reed, surgical supervisor, Fremont Hos- 
: pital, Yuba City, Calif., stop at the Personal Products booth manned 

rey by company representative W.B. McDonald, Jr. The booth showed the 


new flexible Modess tampons. C-152. 


cal scrub, 
where Erwin Neugebauer, importer, Concord, Calif., demonstrates a new in- 
vention, needle holders with “Widia” carbide jaws, carrying a lifetime 
guarantee, to Nina Ellerbrock, OR instructor, St. Francis Hospital, Peoria, 
Ill. The display included approximately 3,000 surgical instruments of 
finest Swedish stainless steel. C-153. 
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Photos, starting directly below, and reading clockwise, are: 


Ellen Crosby, CS supervisor, Eden Hospital, Castro Valley, Callif., stops Storing 
to look at the new, one-use plastic examining gloves shown by RE — Edword 
Rummage (I.) and Roger Ekbon, of Massillon Rubber Co. The gloves 
with a high degree of tactility, are packaged in a roll, which moy Shown 
be inserted in a self-dispenser or towel dispenser. C-154. thermon 


Bob Blackwood (I.), of United Surgical Supplies Co., shows Barbaro George 
Bonino (I.), R.N., and Sally Robinson, R.N., of Highland-Alamede introdu 
County Hospital, new Martin Uni-Fit stainless steel tracheostomy and BP Nuys, | 
laryngectomy tubes which were introduced at the convention. In the Jf compa 
background is Jack Blackwood, of United Surgical. C-155. 


E.A. Zournalis, of The Kent Co., Inc., shows a special hospital-designed Levopl 
vacuum cleaner to LCDR Florence Alwyn (I.), USN Hospital, Oakland, restore 
Calif., and LCDR Alice L. Davis, USN Hospital, San Diego, Calif. Shown tensive 
were the Microstat and the Jet-Stream 100 Microstatic-equipped vacuum, 


and the Model K-17 floor s:rubbing machine. C-156. = 
clu 
Marianne Cook assistant ORS, City of Hope, Duarte, Calif., stops for prove 
literature at the Chilean lodine Education Bureau, where she is assisted oil-le: 
by H.J. Cordele, of the bureau. On the right, T.F. Wetzler, also of , 
the bureau, arranges papers and reprints, which were available with- \on 
out charge. C-157. date 
ther 
Betty Lee Dickson, surgical nurse, Everett (Wash.) Clinic, examines o e7 
Tubex sterile needle unit shown by P.A. Brewer, of Wyeth Laboratories. Socr 
Pre-filled with accurate doses, Tubex is ready-for-use,.saves time, lightens - 
work load, is disposable. C-158. a 
Company representatives of Ethicon, Inc., were kept busy discussing Cal 
the company’s products. Featured at the booth were: electron-sterilized arr 
surgical gut, new easy-open foil suture packages, Atraloc needle sv ma 


tures, and surgical silk and cotton. C-158A. 
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tdward Hament, of Hypo Surgical Supply Co., demonstrates the com- 
pony’s line for Mary Dettmore, ORS, VA Hospital, Wilkes-Barre, Pa. 
Shown were glass disposable syringes, disposable needles and clinical 
thermometers. C-159. 


George Shepherd (I.) and F.W. Krupp, of Gudebrod Bros. Silk Co., 
introduce to Maureen M. Pearson (I.) ORS, Sherwood Hospital, Van 
Nuys, Calif., and Marge Nield, ORS, Northridge (Calif.) Hospital, the 
company’s complete new line of sterile needled sutures. C-160. 


interest was high at the Winthrop Laboratories booth, which featured 
levophed, the vasoconstrictor hormone of the adrenal medulla for the 
restoration and maintenance of blood pressure in shock and other hypo- 
tensive states. C-161. 


Products which attracted conventioneers to the Austenal Co. booth in- 
duded Vitallium surgical appliances and prostheses made from clinically 
proved alloys, new Vitallium Kool-Grip instruments, and Austa-Lube, new 
oit-less spray-on lubricant. C-162. 


lon Williamson, of E.R. Squibb & Sons, goes over literature on up-to- 
date information on recent advancements in the development of new 
therapeutic agents for prevention and treatment of di with Rita 
C. Thomas (I.) and Luci Jones, both scrub nurses at Mercy Hospital, 
Sacramento, Calif. C-163. 


Elliott Farnsworth, president of Corbin-Farnsworth, Inc., gets the camera, 
vhile Javky Collins (I.), director of nurses, Peralta Hospital, Oakland, 
Calif., and Edna Rodriquez, get the details on cardiac resuscitation of 
arrested or fibrillating hearts. Shown were Scopettes for use with pace- 
makers and defibrillators. C-164. 
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Photos, starting directly below, and reading clockwise, are: 


Representatives of Hollister, Inc., back row, |. to r., are: John Hensley 
Patricia Miller, and Kay Whipple. Nurses in the foreground, who 
stopped to discuss the Ident-A-Band patient identification, are Madeleine 
Berg (I.) and Betty Taggart, both OR staff, Agnew State Hospital, Son 
Jose, Calif. C-165. 


Robert Newcomb, of Travenol Laboratories, Inc., demonstrates Perfuso. 
Pac, a new technic in cancer therapy, for Helen Yvonne Roy (I.), OR 
nurse, San Francisco (Calif.): Hospital; Martha Conner, OR staff; and 
Ollie Meyers, assistant head nurse, both of Ft. Miley VA Hospital, San 
Francisco. C-166. 


P.A. Robb, of Clay-Adams, Inc., shows a group how the new Cantor Tube 
intestinal tubation with sealed tip, operates. The nurses, |. to r., are 
Mary Taylor, ORS, Children’s Hospital, Montreal, Que.; Elizabeth Barron, 
ORS, and Mary Hood, staff nurse, both of Hoag Memorial Hospital, 
Newport Beach, Calif.; and Inge Sorensen, ORS, Whittier (Calif.) Hos 
pital. C-167. 


Ernie Lancaster (I.) and George Bafus, of Acme Cotton Products Co., Inc., 


show company’s line of dressi and 


g ponges to a military group. 
Nurses, |. to r.: Alice Metzger, Letterman General Hospital, San Fran: 
cisco; Nellie Geagans, ORS, Ireland Army Hospital, Fort Knox, Ky,; lt. 
Ethel Carleton, USN Hospital, Oakland; Capt. L. Sullivan, ANC, Letter: 


man; Helen Higgins, OR staff, USN Hospital, Oakland. C-168. 


A live demonstration of its new 5-Section operating table was the 
attraction at one of the Wilmot Castle Co. booths. Also shown was 
the new Castle High Vacuum Sterilizer system; the Castle-Bendix sonic 
energy system; and surgical lights with improved Aklo heat filtration. 
C-169. 


Anna Neugebauer, of Erwin Neugebauer, and Graham Ely, of The Tor 
rington Co., compare convention notes during a breather afforded by o 
general session meeting. Shown by Torrington were stainless steel sur- 
geon’s needles with new Keentorr finish which, like all Torrington nee- 
dles, are supplied in ‘’See-Thru” packages. C-170. 
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Photos, starting above, and reading clockwise, are: 


Russ Price, Jr., of O-R Products Co., shows the new O-R Vi-Con stain- 
proof, washable conductive loafer to Mariam Wyman, R.N., of Mary's 
Help Hospital, Son Francisco. The safe, aseptic footwear is also avail- 
able in regular shoe styles. C-171. 


EB. Schuess!er, of Ethicon, Inc., explains the ‘Diary of Hope” to Sis- 
ter Clare, director, school of nursing, Mary’s Help Hospital, San Fran- 
cisco; and Sister Catherine, ORS, St. Vincent's Hospital, Los Angeles. 
The “Project Hope,” sponsored by Ethicon, takes medical treatment 
and instruction to underdeveloped areas throughout the world via ‘’S.S. 
Hope,” former U.S. Navy Hospital Ship. C-172. 


Herbert Wester (I.), Wester Bros., demonstrates the new meniscectomy 
instruments produced by his company, to Aquistinn Fontanilla, charge 
nurse, Kaiser Foundation Hospital, Los Angeles. On the right, H.A. 
Harvey, of Wester, does the same for Claudia Escudero, charge nurse, 
Kaiser Foundation Hospital. C-173. 


H. Rose (I.), of Cutter Laboratories, describes the new Cutter Saftisystem 
28" for setting up IV’s and blood for administration, to student nurses 
Jerri Stone (I.), Joan Diffley, Nancy Francioni. C-174. 


Jack Ma.Kenzie, of Meinecke & Co., goes over the company line for 
Capt. Anne Palevicus (I.), 5060th USAF Hospital, Ft. Wainwright, Alaska; 
Capt. Yvonne Pounds, OR Staff, USAF Hospital, Andrews AFB, Washing- 
ton, D.C.; and Capt. Sara Jordan, USAF Hospital, Castle AFB, Calif. 
Featured was Haemo-Sol cleaner and detergent. C-175. 


June Haight (I.), ORS, Washington Township Hospital, Fremont, Calif., 
and Louise Simonini, R.N., St. Joseph’s Hospital, San Francisce, pause 
to review Anchor Co. line of stainless steel surgical needles. Company 
representative L.R. Schroeder answers questions. C-176. 
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Photos, starting below, left, and reading clockwise, are: 


Gene Warnecke (I.) and Leon O’Meara, of Duke Laboratories, Ing, 
show the Elastoplast, stretchable adhesive-surfaced bandages and unit 
dressings to Anne Piergallini, surgical nurse, Letterman Army Hospito! 
Sar- Francisco, while another company representative demonstrates the 
product for Dolores Diener, OR staff, Letterman, and Anna Jean No. 
gelhout, Los Angeles (Calif.) General Hospital. C-177. 


The Shampaine S-1500 Surg-a-Power operating table, which incorpo- 
rates all power positions in a selector handle at the head, is the subject 
of discussion at Shampaine Industries’ booth. In the background is 
Maureen Pearson, ORS, Sherwood Hospital, Van Nuys, Calif., and Dol 
Macon, of Shampaine. In the foreground, W. Butler, of Shampaine ond 
Germaine O'Donovan, ORS, Newark (N.J.) Beth Israel Hospital. C-178 


Earl Moe and Dave Coffee (center), of Surel, Inc., display absorbable 
and non-absorbable sutures for Joan Smith (I.), ORS, Valley Doctors Hos 
pital, North Hollywood, Calif., and Evelyn Lambirth, ORS, Plumas District 
Hospital, Quincy, Calif. C-179. 


Kirk Kazarian, of Tailby-Nason Co., Inc., is the center of attention, as he 
describes the Betadine prepping regimen to Dolores Russonello |) 
OR-CS supervisor, Chicago State T.B. Sanitorium, Chicago; Sgt. Jerome 
Catanzano, California Air National Guard, Hayward; Barbara Stewart 
Smith, and Sally Jo Dwilla, both from San Francisco. C-180. 


R. Brown enlarges on the use of Vestal products for the control of cross 
infection for Mary Yoder (I.), assistant OR supervisor, Huntington Memo 
rial Hospital, Pasadena, Calif., and Loretta Troyer, OR instructor, Uni- 
versity of Oklah , Oklah City. C-181. 
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BECAUSE IT’ G L AS 


AH h. 


SAFE FOR TODAY'S MEDICATIONS... AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 
ration. PRECISE— Exclusive tip design reduces medication loss. 


E-D 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


79060 


B.D HYPAK, AND DISCARDIT ARE“TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC. 


SAFE 

= 

| 


to whom 
Sterili izatio 


-Safeguare ing 
life 


LYWwOOD 
RNIA 
ASSURAP 


NORTH HOLL 
CALIFORNIA 


When you consistently use A.T.I. Steam- 
Clox, you’re no longer just operating an 
autoclave — you're safeguarding human 
life against infectious bacteria. An indi- 
cator of autoclaving only can give a false 
sense of safety. A.T.I. Steam-Clox indi- 
cators show you whether or not this auto- 
claving has actually resulted in sterility 
—give you assurance that the precise 
combination of Time, Temperature and 
Steam was achieved and maintained in 
the autoclave. When Steam-Clox warns 
you of any Steam or Temperature pene- 
tration failure, equipment as well as 
wrapping and loading techniques can be 
checked. 


Don’t wait for a staph problem or post- 
operative infection to say “faulty steri- 
lization.” Use A.T.I. Steam-Clox in every 
autoclave pack,-and he safe. 


SEND FOR FREE TEST SUPPLY TODAY 
Let us send you a generous test supply 
of A.T.I. Steam-Clox and SteriLine Bags 
with the “built-in” indicator. Just write 
to Dept. HT-5. Please give your hospital 
address and your own title or duty assign- 
ment. 


(AM) Aseptic-Thermo 
Indicator Company 
11471 Vanowen Street + N. Hollywood, Calif. 


Manufacturers of the sterilization aids 
used in 7 out of 10 hospitals. 


Advertised in the Journal of the A.M.A. 
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Films, New Literature 


185. Floor control program 
New booklet, “The Microstatic 
Technic—A complete hospital floor 
control program”, details actual pro- 
cedures for floor control in the op- 
erating room and all hospital areas. 
Program employs a special hospital 
design vacuum in conjunction with 
a detergent germicide solution. The 
Kent Co., Inc., Rome, N.Y. 


186. Enclosures 

Four-color, 16-page catalog No. 
TC-61, presents complete line of 
toilet compartments, hospital cubi- 
cles, dressing enclosures and urinal 
screens. Outstanding features, hard- 
ware and fittings, available colors 
are pictured and described. Cutler 
Metal Products Co., Camden 3, N. J. 


187. Film catalog 

Catalog of 16-mm sound films, list- 
ing films for both professional and 
lay audiences, offers a wide range of 
medical motion pictures on a free- 
loan basis. Some 31 films are listed, 
including five new technical films. 
Smith, Kline & French Laboratories, 
Medical Film Center, 1500 Spring 
Garden St., Philadelphia, Pa. 


188. Electrical installation 

Bulletin 2722, a 60-page publication, 
details applications of electrical in- 
stallations in hazardous locations, 
and quotes articles from the Na- 
tional Electrical Code. One section 
specifically deals with flammable an- 
esthetics. A valuable reference for 
planning electrical installations in 
any and all hazardous locations. 
Crouse-Hinds Co., Syracuse 1, N. Y. 


189. Anti-inflammatory 

New film, Target, Inflammation— 
Agent, Chymotripsin, has been pre- 
pared for distribution to professional 
medical groups and medical schools. 


postcard opposite page 126. 


The color film shows and discus 
inflammatory reactions in a wid 
variety of conditions frequently » 
countered by the general practitig, 
er and specialist. Copics of the fig 
are available from: Armour Pha 
maceutical Co., Box 511, Kankake 
Ill. 


190. Mental health 
“Planning of Facilities for Ment! 
Health” is the report which presents 
findings of the Surgeon General's 4 
hoc committee assigned to devely 
guidelines to serve as a basis fo 
improved planning for mental health 
facilities. Limited quantities ar 
available from the Department ¢ 
Health, Education and Welfar 
Washington 25, D. C. Copies of the 
report may also be purchased (404) 
from the Superintendent of Docv- 
ments, U.S. Government Printing 
Office, Washington 25, D. C. 


191. Parking 

A planning aid for parking problems 
is the 40-page manual titled “How 
to Lay Out a Parking Lot.” Takes 
into account the dimensions of al 
late model cars. Minimum space re 
quirements are provided for special 
ized parking lots serving different 
facilities, including hospitals. Me- 
chanical aids, parking barriers and 
guides are also described. Westem 
Industries, Inc., Parking Gate Div. 
2742 W. 35th PI., Chicago 32, Ill. 


192. Centrifugation 

“An Introduction to Density Gradi- 
ent Centrifugation” is a 32-page 
booklet explaining the principle, te 
viewing the literature, and discus 
ing the equipment and technic used 
in this recent development on the 
application of centrifugal force. It- 
cludes an extensive _ bibliography 
Beckman Instruments, Inc., Spine 
Div., 1117 California Ave., Palo Alto 
Calif. 
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DV-22E 
SURGICAL LIGHTS? 


The twin reflectors 
provide cool, shadow- 
reduced “surgical light’ 
for every procedure. 


AMERICAN 
STERILIZER 


PERIE*PENNSYLVANIA 


OF} course the ultimate reason is for better visibility . . 
under cooler operative conditions. However, another factor affects th 
surgeon's preference . . . his confidence in the integrity of Amsco lighting research 
For years, knowledgeable surgeons the world over have looked to Amsco’ 
proved ‘‘dual video’’ principles for more effective surgical illumination. 

DV-22E accepts this challenge of continued trust. It is a surgical light o ; 
abundant color-corrected , cool illumination.Two highly efficient polished reflector 
permit excellent shadow reduction. Each may be guided easily, smooth]; 
by the surgeon or his nurse along strong, 9-foot extruded aluminum tracks 
Whatever the procedure, DV-22E will fulfill every operative lighting need 7 


For your copy of ‘‘LicutinG ror THE Hospitat,’ write for LC-122. 


| 
{AMSCO, | 
7 dv2264 


Samuel J. Tibbitts (I.), administrator, California Hospital, and newly installed pres- 
ident of the Hospital Council of Southern California, receives congratulations from 
Walter R. Hoefflin, immediate past president, at the council's 38th annual banquet 
recently. Actor Ronald Reagan, principal speaker at the affair, looks on. 


Personally Speaking 


Clayton E. Alexander—is new ad- 
ministrator, Burke County Hospital, 
Waynesboro, Ga. Previously he was 
administrator, Askew Memorial Hos- 
pital, Nashville, Ga. 


Lionel H. Baker—has been ap- 
pointed purchasing agent, Peninsula 
Hospital, Burlingame, Calif. John J. 
Hodson has been named plant super- 
intendent for the hospital. 


Bob Beare—has been named assist- 
ant administrator, Southmore Hos- 
pital and Clinic, Pasadena, Tex. He 
formerly was assistant business man- 
ager, Hermann Hospital, Houston. 


Bruce B. Bellomy, M.D.—has been 
appointed director of pathology and 
laboratories, Presbyterian Hospital, 
Knoxville, Tenn., succeeding Ralph 
Monger, M.D. who will remain at 
the hospital as associate director 
of pathology. Dr. Bellomy has been 
a pathologist at St. John’s Hospital, 
Springfield, Mo. 


R. A. Bogg—has been named assist- 
ant administrator, Port Huron 


(Mich.) Hospital. He was formerly 
administrative assistant, Good Sa- 
maritan Hospital, Vincennes, Ind. 


Major General 
Richard L. Bo- 
hannon, MLD., 
head Air Force 
surgeon with the 
Pacific Air 
Forces for the 
past three years 
—will become 
Deputy Surgeon 
General, United 
States Air Force, in June. 


Richard D. Bryant, M.D.—has been 
named president-elect, Central As- 
sociation of Obstetricians and Gyn- 
ecologists, an invitational organiza- 
tion restricting membership to 500 
physicians in this field. 


F. Merlin Bumpus—has been ap- 
pointed assistant director of re- 
search, Cleveland (O.) Clinic Foun- 
dation. 


Mrs. Vera M. Burke—has been ap- 


pointed director of social servic 
Bexar County Hospital District, s,/ 
Antonio, Tex. 


Selman Clark, business manag: 
Baptist Hospital of Southeast Tex 
Beaumont—has been promoted , 
assistant administrator. 


Oliver E. Deehan—has been name) 
administrator, Palo Alto-Stanfor 
(Calif.) Hospital Center. He has bee, 
acting administrator at the cente 


Friedrich Deinhardt, 
been appointed chairman, depar- 
ment of microbiology, Presbyterian. 
St. Luke’s Hospital, Chicago. 


Robert M. Dickson—has bey 
named administrator, Sherma 
(Tex.) Community Hospital. He wx 
previously administrator, Stephens 
Memorial Hospital, Breckenridg 
Tex. 


Mike W. Ditto—is new administr- 
tor, Arlington (Tex.) Memorial Hos- 


pital; he has been business manage: 
of the hospital. 


Hulda Doermann—has been ¢&- 
lected “Employee of the Year,” Lit 
tle Company of Mary Hospital 
Evergreen Park, IIl. She is in the 
credit and collection department. 


Marcus E. Drewa—has been name! 
administrator of Knapp Memoria 
Methodist Hospital, Weslaco, Tex 
now under development. Mr. Drewe 
has been assistant ‘director, Baptis 
Memorial Hospital, Kansas City, Mo 


Bennie M. Durr—has been appoitt- 
ed administrator, Park Place Hos- 
pital, Port Arthur, Tex. 


Harold Melvin English, M.D—ior- 
mer chief of services in the contin- 
ued treatment area, Crownsvill 
(Md.) State Hospital, has be 
named director of hospital inspet 
tion and licensure, Maryland. 


Daniel N. Finch, acministrato' 
Bucyrus (O.) Community Hospité 
—has been named administrato! 
Bronson Methodist Hospital, Kale 
mazoo, Mich., succeeding the late 
Dr. William C. Perdew 
(Continued on page 116) 
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istrict, Sx Whether you're equipping a new wing or a 


. . b ld . y) complete hospital, it pays to talk to a 
equipping a new Our Ung: planning representative from Will Ross, Inc. 
He’s a hospital specialist who keeps abreast 

ast Texas LET of latest technical advances and can ~ 
omoted recommend the newest and finest equipment 

' to match your needs — on a cost-saving 
WILL ROSS, INC. purchase agreement ! 

And when it comes to interior decoration, 


4 
a HELP YOU, TOO comprehensive color plans and furnishings, 


e has bee, your Will Ross man is just as helpful. And i 


Manager 


he center just as dedicated to the successful and 
‘ economical completion of your project. 
M.D—hsfh ++ it’s part of a comp lete It’s all part ofa complete wel service 
, depar. planning service! that saves your valuable time, simplifies 
sbyterian. ordering and assures modern, functional 
0. interiors. Your only charge is for 
equipment and furnishings ! 
has beer When you build or remodel, hand your 
, Shermar worries and detail work to Will Ross, Inc. 
I. He was Write today for the full story — no obligation. 
Stephens 
skenridge 
asian, We i L L : General Offices: Milwaukee 12, Wis. 
* Cincinnati, io ohoes, N. Y. 
R 9 : Dallas, Texas Minneapolis, Minn. 
: Ozark, Ala. Seattle, Wash. 
EEN 
par,” Lit- 
Hospital 
is in the 
rtment. 
n named 
Memorial 
co, Tex 
r. Drews 
, Baptist 
City, Mo 
appoint- 
ice Hos- 
.D.—for- 
> contin- ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 
ywnsville (color consultation and equipment furnishing) 
as been New addition to St. Mary’s General Hospital, 
inspec- Lewiston, Maine 
| Mother House: The Sisters of Charity of the Hotel-Dieu 
: of St. Hyacinthe, P.Q. 
Administrator: Sister St. Benjamin, R.N. 
ristrator. Architect: Leo P. Provost, A.I.A., Manchester, N.H. 
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Albert P. Freije—is new director of 
public relations, Grace-New Haven 
Community Hospital, New Haven, 
Conn., succeeding Alfred H. Mar- 
shall. William S. Brown has been 
appointed chief pharmacist at the 
hospital. 


Robert F. Gomprecht, M.D.—has 
been named director, department of 
medicine, Misericordia Hospital, 
New York City, succeeding Leo V. 
Rooney, M.D., who is retiring. 


David A. Hamburg, M.D.—will be- 
come professor and executive head, 


Mrs. Elsie D. Fuerstenberg—is new Department of Psychiatry, Stan- 


executive secretary, National Asso- 
ciation of Medical and Allied Jour- 
nals. 


ford University School of Medicine, 
Palo Alto, on Aug. 1. He is presently 
chief, Adult Psychiatry Branch, Na- 


the most complete line available... 


Humane Restraints are the very best! Made of the best 
russet leather, with exclusive Humane Restraint locks 
and hardware by experienced craftsmen, they assure 
maximum security and control to both patient and 
attendant; provide greater patient comfort and give 
years and years of excellent service. In addition, they 
are simple to apply and remove. Get your copy of this 
NEW catalog today — lists hundreds of items for every 
possible type of application. 


HUMANE RESTRAINT C0. 224 sonnson s 


116 For further information see postcard opposite page 126. 


tional Institute of Mental Healt} 
Bethesda, Md. 


James F. Hull, CPA—has been ap. 


pointed business manage, Herman 


Hospital, Houston. 


Sam K. Johnson, former adminis. 
trator, Henderson County 
Hospital, Athens, Tex.—has bee 
appointed purchasing agent, Harri 
Hospital, Ft. Worth, Tex. 


W. Randolph Leber—has bee, 
named assistant vice-president jp 
charge of non-professional services 
Presbyterian Hospital, New York 
City, succeeding Dale K. Tuller, yy; 
Leber’s former post of administra. 
tive assistant in charge of buildings 
and grounds will be filled by Dan. 
iel D. Stevens, previously superyi- 
sor of plant engineering and main- 
tenance. 


James T. Lester, Jr.—has_ been 
named director of psychological 
service, Orthopaedic Hospital, Los 
Angeles. 


Augustus C. Long, board chairman 
and chief executive officer, Texaco, 
Inc.—has been elected president of 
the board of trustees, the Presby- 
terian Hospital, Columbia-Presby- 
terian Medical Center, New York 
City. He succeeds Cleo F. Craig, re- 
tired chairman of the board, Ameri- 
can Telephone and Telegraph Com- 
pany. 


Reuben J. Margolin, former coun- 
selling psychologist, Brockton 
(Mass.) VA _  Hospital—has__ been 
named a staff associate, Northeast- 
ern University department of spe- 
cial programs, Boston. 


Robert Q. Marston, M.D.—will be- 
come director, University Medical 
Center and dean, School of Medi- 
cine, Jackson, Miss., effective July 
1. He succeeds D. S. Pankratz, MD. 
who has resigned. Dr. Marston is 
currently assistant dean, Medical 
College of Virginia, Richmond. 


Harry L. Miller—is new administra 
tor, Gulf Coast Hospital and Clinic, 
Baytown, Tex. He has been ad- 
ministrator, McAllen (Tex.) Mu- 
nicipal Hospital. 

. (Continued on page 
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“AUTOCLAVED? 


YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
tocorrect levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 

.. Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 

New! For gas sterilizers! 
Now, secure sealing and positive identification of gas 


sterilized bundles are made possible with new 
“SCOTCH” Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH: BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M Co. 


©3M Co., 1961 


MINNESOTA AND MANUFACTURING COMPANY 3M 


.. WHERE RESEARCH IS THE KEY TO TOMORROW “SS 


MAY, 196) 
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Dempster W. Muffit, admitting offi- C. Thomas Smith, 
cer at Bridgeport (Conn.) Hospital, Sa Jr—has been 
has been named assistant adminis- S awarded the Carl 
trator for the hospital. : A. Erikson Fel- 


lowship in Hos- 
Sr. M. Salesia, PHJC—has been ap- * pital Administra- 
pointed assistant administrator, St. = / tion at the Uni- 
Elizabeth’s Hospital, Chicago, re- eZ versity of Chica- 
placing Sr. M. Fabiola, PHJC. ; 6 go for 1960-61. 
Sr. M. Salesia is former administra- & This fellowship 
tor, St. Mary’s Hospital, E. St. Louis, is awarded an- 

nually to a student in the graduate 


* Better Patient Care. . .an IPCO specialty 


i | a complete source for 


hospital supplies and equipment 


IPCO HOSPITAL SUPPLY CORPORATION, 161 SIXTH AVENUE, NEW YORK 13, N.Y. 
Divisions: Harold Supply Corporation ¢ Surgical Selling Company, Inc. 
Branches: Atlanta ¢ Bluefield, W. Va. ¢ Chicago ¢ Dallas ¢ Houston 
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program on the basis of his potentig 
in the field of hospital «dministyg. 
tion. 


Virginia Spring. 
gate—has beep 
named to the 
newly created 
post of directo 
of volunteers 
Temple Univer. 
sity Hospital 
Philadelphia. She 
was formerly rp. 
gional director, 
Civic Concert 
Service, a division of the National 
Concert Artists Corporation, New 
York City. 


Nina Stansell, business manager and 
administrator, Curry General Hos- 
pital, Gold Beach, Ore.—has r- 
signed to establish her own busi- 
ness. 


Arthur O. Stout—has been named 
as'sistant administrator, Brockton 
(Mass.) Hospital. 


president, Blue 
Cross_ Associa- 
tion—has_ been 
selected to r- 
ceive the Ameri- 
can Hospital As- 
sociation’s 1961 
Justin Ford 
Kimball Award 
for “outstanding encouragement giv- 
en to the concept of prepaid volun- 
tary health care plans,” 


Abraham Tow- 

bin, M.D—has 

been appointed 

pathologist - di - 

rector of labora- 

tories of the 

Gottlieb Memo- 

rial Hospital, 

Melrose Park, 

Ill., which will 

open this sum- 

mer. He is presently pathologist, 
Community Memorial General Hos- 
pital, LaGrange, 


Ray E. Trussell, M.D., director, pro 

gram in hospital administration, 

Columbia University—has been ap- 
- (Continued on page 120) 
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Quicke; thesia? /fonger lasting anesthesia*/ no eninephrine needed” / virtually no vasodilatation’ / greater 
Safety) combination of pronerties offers the opportunity of obtaining almost instant: ously profound 
stration, io’ sting. anesthesia, with negligible Ussue irritation and without complicating systemic effects of 
pen References: 1. Sadove, M. S., and Wessinger, 0. 0  daternat. Coll, Surgeons 34:573, Nov 2. 
0) and Hricko, M. Guthrie Clie, Bull, 29:45, 1959. Ge | 


6.30 5 


Sec J. 7:290, july, 1960. 4. Sadove, M. S. New Physician 
Sept.-Oct., 1960 li.desired, epinephrine may t 
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satisfactory 
to surgeon 
and budget 


The surgical staff's most 
exacting demands are 
satisfied by the keener 
edge, better balance 

and greater weight of 
Crescent Blades. 

The budget benefits by 
savings of up to one-third 
made possible by 
Crescent Blades. 


TRY before you BUY. 
Send for free sample. 


Crescent Surgical Sales Co., Inc. 
48-41 Van Dam Street 
Long Island City, New York 


<a 
Crescent | 


surgical blades and handles 
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pointed commissioner of hospitals 
for the city of New York. 


C. Evans Tyson—is new administra- 
tor, King’s Daughters Hospital, Can- 
ton, Miss. Former administrator of 
Laird Hospital, Union, Miss., Mr. 
Tyson will succeed Mrs. Fannie Mae 
Levy, R.N. 


Henry Veldman—is new director, 
Sturdy Memorial Hospital, Attle- 
boro, Mass., succeeding Alberto O. 
Davidsen who is now administrator, 
Christ Hospital, Jersey City, N. J. 


H. Louie Wilson—has been appoint- 
ed associate administrator, Halifax 
District Hospital, Daytona Beach, 
Fla. He was formerly administra- 
tor, Gadsden County Hospital, 
Quincy, Fla. 


Earl H. Wood, M.D.—has_ been 
named to the lifetime post of career 
investigator by the American Heart 
Association. Dr. Wood is professor 
of physiology, Mayo Foundation, 
University’ of Minnesota Graduate 
School, and consultant in physiology 
to the Mayo Clinic. The career in- 
vestigatorship provides support 
throughout their professional lives 
to scientists of outstanding ability 
and achievement. 


Deaths 


Mary Sewall Gardner, first secre- 
tary, second president, and second 
honorary president of the National 
Organization for Public Health 
Nursing; past director of the Provi- 
dence (R. I.) District Nursing As- 
sociation; and author—Feb. 20. 


Elmer Hess, M.D., past president of 
the American Medical Association 
as well as a number of other groups, 
and pioneer in the development of 


urology as a specialty in the U.'S.— 
March 29. 


Thurston S. Welton, M.D., editor of 
the American Journal of Surgery, 
former president of three medical 
societies, and professor emeritus, 
State University of New York Col- 
lege of Medicine—March 15. 


James L. Wyatt, Sr., M.D., president, 
Indiana section, American College 
of Surgeons—Feb. 27. 


For further information see postcard opposite page 126. 


New Officers 


James H. Sterner, M.D.—medicgj § 
director, Eastman Kodak Co. and the 
first industrial physician to 
elected president of the National 
Health Council, took office at the 
council’s recent meeting o! delegates 
George Bugbee, president, Health 
Information Foundation, was chosen 
at the meeting as_president-elegt 

Other officers elected to the Na 
tional Health Council are vice-preg. 
dents George E. Armstrong, MD, 
director, New York University Med. 
ical Center; Rome A. Betts, execy. 
tive director, American Heart As. 
sociation; and Abel Wolman, prm- 
fessor of sanitary engineering, Johns 
Hopkins University. 

John W. Ferree, M.D., executive 
director, National Society for the 
Prevention of Blindness, was elected 
council secretary. Reelected as treas- 
urer and assistant treasurer are 
Malcolm Hecht, former president, 
The Hecht Co., and Herbert I. Wood, 
assistant treasurer and _ manager, 
Chase Manhattan Bank. 


Nursing Appointments 


Mrs. Marjorie S. Dodge, R.N.—has 
been named assistant director of 
nursing service, White Memorial 
Hospital, Los Angeles. 


Elizabeth S. Gill—has been appoint- 
ed associate dean (nursing), faculty 
of medicine, Columbia University, 
and director of nursing, Presbyteri- 
an Hospital, New York City, follow- 
ing the forthcoming retirement o 
Eleanor Lee on July -1. Miss Gill is 
currently assistant professor 
nursing on the faculty of medicine. 


Pauline F. Gurski, R.N.—has been 
appointed director of nursing serv- 
ice, Newington (Conn.) Hospital for 
Crippled Children. She formerly 
was with the William W. Backus 
Hospital, Norwich, Conn. 


Josephine L. McConnell—has been 
appointed director of nursing serv- 
ice, Firmin Desloge Hospital of St. 
Louis University, Mo. 


Wilma Sue Sewell—has been named 
director, Greenwood (Miss ) Leflore 
Hospital School of Nursing. She was 
formerly associated in nursing edu- 


cation with the VA in Little Rock. 
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PIONEER on Every Hospital Hand 


In addition to its long-life line of Rollpruf Surgical Gloves, ! Free Glove Handling Analysi 


Pioneer makes other glove styles, weights and materials to 
protect every hand at work in your hospital. Your Pioneer 


Requested by 


Glove Expert can show you new ways to achieve maximum ' Title 
glove economy by using the complete Pioneer Hospital 1 oe 
Glove Line. The coupon at right entitles your hospital to a ; 
free Glove Handling Analysis by Pioneer experts, to insure 1 City State 
the efficiency of your glove usage. 
The PIONEER Rubber Company -+ 348 Tiffin Road, Willard, Ohio 
MAY, 1961 For further information see postcard opposite page 126. 121 


& j | 


TRADE 


... 


Jarvis & Jarvis, 
Swartzbaugh Merge 


The Swartzbaugh Manufacturing 
Company and Jarvis & Jarvis, Inc., 
merged recently and will now op- 
erate as manufacturing divisions of 
United Service Equipment Co., Inc., 
a newly created Delaware company. 
Officers of the new company will 
be: president, Steven Scudder, for- 
mer president of Jarvis & Jarvis; 
executive vice-president, John D. 
Swartzbaugh, formerly president of 
Swartzbaugh; vice-presidents, Ed- 
ward M. Hefferman and Blair Stentz; 
and treasurer, Elbridge H. Rathbone, 
president of the Rathbone Corp. 
Directors of the new corporation, 
including the officers, include Ar- 
thur W. Bloom, sales representative; 
C. E. Swartzbaugh III, treasurer of 


The City of New York has awarded a Certificate of 
Merit to the firm of Hugo R. Kirsten Co., Brooklyn, for 
its scientific contribution to the development of the 
surgical instrument and appliance industry for the 
past 108 years. Acting Mayor Abe Start (I.) presents 
certificate to Hugo R. Kirsten at New York's City Hall. 


the Lamson Bros.; and Tyler Green, 
vice-president of the Commerce Un- 
ion Bank, Nashville. 


Booz, Allen & Hamilton 
Form Associated Firm 


Booz, Allen & Hamilton has an- 
nounced the formation of an as- 
sociated corporation, Booz, Allen 
Methods Service, Inc., to provide 
specialized consulting services to 
hospitals, other non-profit institu- 
tions, retailing, banking, insurance, 
and manufacturing. 

Harry E. Figgie, Jr., formerly a 
partner of. Booz, Allen & Hamilton’s 
Cleveland office, has been elected 
president of the new company. Vice- 
presidents are Richard T. Crowers, 
Robert 4. Edgecumbe, and Peter V. 
August. 


Thirty-one hospital engineers recently attended a three-day hospital equipment main- 
tenance and service seminar at Wilmot Castle Co., Rochester. One of a series, the 
seminar is part of a long-range program by Castle to familiarize the engineers with 
the theories behind much of the hospital equipment they service and to give them 


_ practical information to aid in maintenance. 


In addition, two industrial enge 
neering firms have been acquired ij 
Booz, Allen Methods Service, Ing 
Robert Walker, Crowers and Asgm 
ciates, Inc., of Cleveland; and Edge 
cumb & August, Los Angeles, 

Initially the corporation will ope 
offices in New York, Chicago, and 
Los Angeles. 


Fellowships to 30 Students 
From Smith Kline & French 


Thirty junior and senior medical 
students from across the nation wen 
named recently as winners of for 
eign fellowships made possible by# 
$180,000 grant from Smith Kline& 
French Laboratories and adminis 
tered by the Association of Amefr 
can Medical Colleges. 

The winners will travel to sud 
places as Pakistan,, Korea, Japalt 
Burma, Haiti, New Hebrides, Indig 
Thailand, Cambodia, Ghana, aii 
other African countries, to work il 
mission hospitals and outpost met 
ical facilities while studying amd 
combating diseases not commonly 
seen in the United States. 

Last year the fellowships enabled 
29 qualified students to work and 
study in 19 foreign countries. 


News Notes 


John H. Castle, Jr., president of Wie 
mot Castle Co. and executive vice 
president, Ritter Co.—has accepted 
the general chairmanship for ne 
year of the Rochester (N.Y.) Hoe 


(Continued on page 124) 
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...the longer 
the lifetime 


ANCHOR 


ALL-NYLON 


SURGEON’S BRUSH 


112 lifetime tufts anchored in non- 
corrosive nickel silver 


Guaranteed 400 times—each Anchor 
All-Nylon Surgeon’s Brush is guar- 
anteed to withstand a minimum of 
400 autoclavings 


Tufts are soft but firm and especially 
tapered for better scrub-up efficacy 
with more comfort 


Grooved handles assure firmer grip 
..crimped bristles retain soap better 


Satisfied users are one of your hos- 
pital’s best assets. Why not please 
your surgeons by getting the best. 
Outstanding performance makes 
Anchor brushes the most economi- 
cal on the market. 


YOUR HOSPITAL SUPPLY FIRM 


Other outstanding Anchor products... 


Stainless Steel Surgeon’s Brush Dispenser 
All-Nylon Emesis Basin 
All-Nylon Drinking Tumblers 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 
AURORA, ILLINOIS 
tor Complete alormation to Exclesive Seles geet: 


THE BARNS-ELY COMPANY 
1414-A Merchandise Mart - Chicago 54, Illinois 


ORDER BY THE DOZEN OR BY THE GROSS THROUGH 


For further information see postcard opposite page 126. 


pital Fund, Inc., a building fund 
campaign to enlarge and further 
modernize Rochester’s voluntary 
hospitals. 


* * * 


George R. Cain, president, Abbott 
Laboratories—recently received an 
award from the Art Directors Club 
of New York for his leadership in 
fostering “creative innovation” in 
advertising. 


* 


Benjamin Schneider, president, The 
Purdue Frederick Co.—has again 
been named chairman of the phar- 
macists’ division for the 1961 New 
York Heart Fund Campaign. 

Herbert E. Putt- 
bach—has been 
appointed sales 
manager, Wal- 
ton Laborato- 
ries, Inc. He will 
head all the com- 
pany’s divisions 
and will be re- 
sponsible for im- 
plementing the 
expansion pro- 


gram currently underway at Walton. 
* x * 


Herbert E. Puttbach 


Walter E. Froehlich—has been elect- 
ed to the newly created post of ex- 
ecutive vice-president, Dictograph 
Products, Inc. 


A. S. Aloe played host recently to the Central Service Organization of St. Louis, Mo, 
with an informal reception in the company’s home office. Members of the organiz0- 
tion—which is made up of hospital central service supervisors and assistants—ex 
changed views with Aloe on new merchandise. Shown demonstrating new plastic tub- 
ing is Charles E. Kanter, Aloe’s sales manager, and talking to him is Brother Valer 
tine, C.F.A., Alexian Brothers Hospital and head of Central Service Organization 


Eugene H. Kolb—has been x m aaa 
pointed vice-president and gener, 
manager, Chapman Valve Manufy. | 
turing Co., a subsidiary of Cray and Ble 
Co. Formerly he was general ma. 
ager, Ralph J. Stolle Co. DR. 
* * the ne’ 
Weldon A. Baker has been name ©? 
treasurer, and Glenn W. Co 
executive vice-president, for Wate 
Refining Co., Inc. Arthu 
i —has 
Hytronics Measurements, point 
sales representative in the Denver. tor of 
Salt Lake area for EPSCO-Medica § and 7 
a division of EPSCO, Inc. velop! 
James H. Petersen—has been name § White 
vice-president and general manage senio 
of operations, Hospital Food Man. § Stew 
agement, an affiliate of Slater Fooj § Asso 
Service Management. He has been § has 
HFM operations manager. on tk 
stitu 
Robert Rubin, has been named man- 
ager of the western division for Luxo —— 
Lamp Corp., and Sam F. Blake, Jr, dire 


is new vice- eastern sales 


Sav: 

Chas. Pfizer & Co., Inc —recently 

donated antibiotics and other drug § 
valued at more than $100,000 to 

MEDICO. Fre 

* * al— 

Robert K. Lowrie—has been a- Lal 

pointed sales and sales promotion § tiv 

representative, Gendron Wheel Co Mr 

ing 

W 
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He was formerly a field representa- vice-president and director of Ar- board, Warner-Lambert Pharmaceu- 


ry: “8 jive with the sales departments of nar-Stone since its merger with tical Co.—is the recipient of the Dr. 
we the hospital products division, Bauer American Hospital Supply last year. Henry Hurd Rusby award, spon- 

and Black. sored by the alumni association, Co- 

Pc * * * Nathaniel H. Barish—has been ap- lumbia University College of Phar- 
. 

Ba p. R. Neuroth—has been named to pointed marketing manager and as- macy. 

the newly created position of insti- sistant to the president, Schueler . 

. Bf tutional sales supervisor, The Diver- & Co. He has been sales manager, NCG Canada Ltd.—is the new name 
° Boo ey Corp.’s southern Pacific division. Yorktown Products Corp. of the firm previously known as Al- 3 
mg * * * berta Oxygen & Acetylene Co., Ltd., 
or Water = 


veer H tiie Elmer H. Bobst, chairman of the a subsidiary of Chemetron Corp. 
Arthur H. 


been ap- 
Inc—;§ pointed direc- 
Denver. tor of marketing 
)-Medical product de- 
velopment, Clay- 
Adams, Inc. Mr. 
en namej @ White has been a 
manage senior associate, 
od Man-§ Stewart, Dougall 
ater Food Associates, and 
has been # has also served 
on the staff of the Massachusetts In- 

stitute of Technology. 


Arthur H. White 


ned man- 


for Luxo 
lake, Jr, Kenneth V. Zwiener, president and 


director of the Harris Trust and 
Savings Bank—has accepted the 
~recently Domination to the board of Ameri- 
1er drugs can Hospital Supply Corporation. 
00,000 to ‘ * 

Fred Stoddard, Puritan Internation- 

al—has been appointed Huntington 
een ap- Laboratories’ exclusive representa- 
romotion § tive for Ibero-American countries. 
Jheel Co Mr. Stoddard is in charge of Hunt- 
ington’s export operations. 


* * 


ern sales 


ovis, 

organizo- 
tants—er William H. Mc- 

lastic tub- Innis—is new 

her Valer sales representa- 
yanization. 
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TORRINGTON SURGEONS NEEDLES— 
THE WORLD'S FINEST 


Herbert Horning, 
who will take é Have The Keentorr Finish — the smoother finish with the sharper cutting 


over the compa- edge obtained with new manufacturing methods. 
nys upstate New 


SOR territory. Mr. McInnis Are Available for Immediate Delivery from stock. ia { 
, * * Are Made in America cf the finest stainless steel — to quality standards un- 

Robert E. Parcell—has been elected matched throughout the world. ; 

president, Arnar-Stone Laboratories, Are Packaged in See-thru Plastic Envelopes that permit quick and easy 

Inc., and affiliated companies. Ed- identification and insure maximum needle protection. 


ward A. Twerdahl, Jr., vice-presi- 
dent for marketing, American Hos- 
a Supply Corp. had withdrawn 
tom the presidency but will con- . 

rogress through precision SURGEONS NEEDLES 
tinue as an Arnar-Stone director. 


Mr. Parcell has served as senior THE TORRINGTON COMPANY = Torrington, Connecticut 


WRITE FOR NEW TORRINGTON SURGEONS NEEDLE CATALOGUE #60 


Lists all types and includes conversion chart for your ordering convenience. 
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Aj 
MUST 

FOR 
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SUPPLY! 


iNstru-care 


SILICONE 


Sit-Less 


instru-care 


THE OIL-LESS LUBRICANT 

e@ ODORLESS e COLORLESS 

@ NON-TOXIC 

Heatproof, Prevents Rust, Non-Gumming 
6 Ox. or 12 Ox. Sizes 


Ask Your Dealer For List Of 17 
Other MEO! SPRAY Products, Or Write To: 


SCHUCO INDUSTRIES 
75 Cliff St., New. York 38, N. Y. 


“MICO 


AEROPEDIC” 
MATTRESS 
0 PAD 


COMPLETE 


modern aid that reduces nursing care 
and assures greater comfort and relief 
to the bed-ridden. Used successfully by 
individuals, hospitals and nursing homes 
throughout the nation. 

SIMPLE AND ECONOMICAL — no 
mechanical or electrical components. No 
expensive maintenance costs. 
VERSATILE AND EFFECTIVE — sus- 
pension on a soft cushion of low pres- 
sure air, eliminates pressure points and 
increases surface circulation. 
SATISFACTORILY USED in treatment 
for pressure sores, emaciation, hip and 
pelvic fracture, severe burns . . . for 
cardiacs, arthritics, geriatrics, para- 
plegics or any long term confinement. 
SATISFACTION GUARANTEED 
For further information write or phone. 


HOWARD SALES CO. 


1938#ast Colorado Bivd., Pasadena, Calif. 
Dept. HT3 SYcamore 2-8160 


National Hospital Week 
Scheduled for May 7-13 


Hospital Week for 1961 has been set 
for the week of May 7 to 13. The 
theme for the observance will be 
“Your Hospital—A Community Part- 
nership,” emphasizing the interde- 
pendence of hospital and communi- 
ty. The hospital’s need for communi- 
ty support and the community’s 
need for good health care will be 
stressed. 

A new ‘leaflet prepared by the 
AHA outlines the responsibilities of 
both the hospital and the community 
in maintaining the best possible 
health care. The hospital’s responsi- 
bilities are listed as patient care, 
education of health personnel, re- 
search, and preventive medicine. 
The community’s duties involve sup- 
port of the hospital by volunteering 
of personal service, encouraging 
young people to enter health ca- 
reers, participating in a prepayment 
program, supporting programs for 
adequate reimbursement of the 
hospital by governments for the care 
of welfare patients, and keeping in- 
formed about the hospital’s prob- 
lems, plans, and progress. 

Leaflets are available for pur- 
chase from the American Hospital 
Association office in Chicago. 


Drill Put to Test in 

Real Disaster 

A mock disaster drill helped the 
medical Staff and personnel of Jack- 
son Park Hospital, Chicago, meet 
the emergency of more than 55 cas- 
ualties of a genuine tornado. The 
drill, held some five weeks before 
the actual calamity, “provided an 
invaluable rehearsal for the real dis- 
aster,” according to Morris T. Fried- 
ell, M.D., medical director and presi- 
dent of the hospital. 

During the recent tornado, Dr. 
Friedell stated, five attending doc- 
tors, five residents and 15 nurses 
were providing emergency treat- 
ment within minutes after the ar- 
rival of the first casualties. Five 
more doctors arrived within the fol- 
lowing 15 minutes after hearing 
news of the disaster on the radio. 

The hospital is situated in the 
heart of the tornado-struck area, 
and damage to telephone lines made 
it impossible to call in hospital em- 


ployees. However, personnel 
arriving at the hospital 01 their oy, 
as they heard of the tornado 
radio and television broadcasts, __ 


St. Paul Hospitals 
Join in Out-Patient Center 
Five St. Paul, Minn. hospitals hay 
jointly sponsored and staffed a gp. 
cial out-patient center to provid 
low-cost medical care for low-ip. 
come patients. Established in a dis. 
pensary formerly operated by the 
Wilder Foundation, the center oper. 
ates on a pay-what-you-can basis 
The new center, a non-profit cor. 
poration, has a board of directo 
composed of a physician and layma, 
representative from each of the five 
participating hospitals—St. Luke’ 
St. Joseph’s, Children’s, Miller, ani 
Riverview Memorial. Medical 
fing at the center is provided by 
the member hospitals, as is inpa- 
tient care when necessary. 


Insurance Firm Doubles 
Nursing Scholarships 

A year-old program to _ provide 
scholarships for student nurses and 
to aid in the recruiting of young 
persons for the nursing profession 
has been doubled by the sponsor- 
ing firm, Allstate Insurance Com- 
panies. 

The expanded 1961 program oi 
the Allstate Foundation will make 
possible the awarding of an est- 
mated 50 additional scholarships to 
young persons who plan to enter 
the nursing profession. Fifty-two 
students are currently in training 
under the foundation’s grants. 


—— 


SURGICAL NURSES 

California Registration Required. Immedi 
Openings in Operating Room. Inservice Trair- 
ing Provided. Unit Completely Air Conditiones 
Liberal Emergency Call. 40 Hour Week. 
Weeks Vacation. Salary Ranges $367 to sl 
Per Month. University of California Teaching 
Hospital, Employment Office, 10833 Le Conte 
West Los Angeles 24, Calif. 


POSITION OPEN: LABORATORY TECHNICIAN 
In beautiful new expanding Hospital locate 
in progressive and interesting City, in sm 
free resort area. One hour drive from 
Angeles. Beginning salary $500 per moet 
plus liberal fringe benefits. Write Administ? 
tor—Antelope Valley Hospital, lancaster, Coli 
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DISINFECTING 
SOLUTIONS 
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| Concentrate Disinfectant A } / IDE 
iller, and L 
cal. sta. ...now Gyproved, HALIMIDE disinfectant — 

vided by free from objectionable odor, is a concentrate | A CONCENTRATE 


fl face tension and excellent penetrati | 
oT iow surtace tension and exce rating MUST BE 


qualities. Perfect for inexpensive instrument 
disinfection, 1 oz. mixed with 1 gal. of water ent Dodecsi® 950% 
makes a stable — clear — non-corrosive — non- 


Provide staining solution. TUBERCULOCIDAL when di- 
rses 

rp luted with alcohol. No anti-rust tablets to add 

rofession — no need for frequent changing. 

sponsor- 

Com- 

gram of 
make B-P CHLOROPHENYL Disinfectant 

pe esti- . an ideal instrument disinfecting solution 

ships ty for professional office use. It is rapid in 

10 enter destruction of commonly encountered vege- 

ity two tative bacteria—free from phenol (carbolic 

training acid) and mercurials—not injurious to skin 


3. 


or tissue. It is used full strength—has a 
j pleasant odor—its germicidal efficiency is 
not affected by soap. 


B-P FORMALDEHYDE GERMICIDE 


— . sporicidal - tuberculocidal - bactericidal - viru- 
nditioned cidal - fungicidal, it is especially suitable for hospital 
Week. 3 use in the chemical disinfection of instruments and pro- 
tection of surgical sharps. It is used full strength —and 
within 5 minutes will kill TUBERCLE BACILLI — vegeta 
Sees tive pathogens and spore formers—the spores them- 
selves within 3 hours. 
locates 
in smog 
from los 
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just insert the INCERT 
it’s simple and safe 


‘“,.in addition to being a disposable unit...[Incert] introduces a chanze in ti 
traditional technique of adding a medication to intravenous solutions.’* 


Eliminates “‘the use of the traditional, and potentially hazardous, syringe-neeg 
method...”* in parenteral therapy. 


M@ No Ampules M No Syringes MNo Needles @ No Autoclaving M No Rinsing 
Sterile Technique Is Unbroken. 


Note these findings: 


“The Incert System of disposable vials reduces . 


.. alr-borne contamination ... to a minimum .. .”* 
“... the disposable vial system minimizes the potential transmission of infectious hepatitis.””* 


There is greater accuracy in delivering a pre-measured quantity of medication.”* 


*Bogash, R. DeLa Chapelle, Sowinski., R.. and Downes, D.: Disposable ‘Type Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 
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developed by 
TRAVENOL LABORATORIES, INC.’ on 


Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. MORTON GROVE, ILLINOIS 
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